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now “} media 
for wider-range bacteriologic diagnosis 


TRYPTICASE Soy Broth 
with added CO, 


i Brain Heart Infusion 
, & with PaB and added C0, 


CULTURE BOTTLE 


* UNCONTAMINATED SPECIMENS — blood taken from patient's vein to culture bottle via a 
closed, sterile system. Unit is compact enough for bedside collections, is available with 
mailing box for shipment to outside laboratories- WIDEST RANGE OF GROWTH — specimens 
can be taken aerobically or anaerobically. Media are carefully selected for their ability 
to grow the various strains within genera + SIMPLIFIED TECHNIQUE —one VACUTAINER 
Culture Bottle, or as many as desired, inoculated with a single B-D Sterile Blood-Taking 


Unit. 
Free reference chart ilable for definitive bacterial identification. Write for Chart N-33C. 
B-D, TRYPTICASE and VACUTAINER are trademarks. 
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for effective cold control 
CORICIDIN’ 


Tablets| MEDILETS’| Nasal Mist |“D” Tabiets 


relieve control opens relieve 
colds, aches, children’s colds stuffy noses sinusitis, 
pains headaches 


available in pharmacies only 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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'VMIYSOLINE:? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


CLEAR EXPRESSION OF CONTROL 


é4The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value | 
in the handling of intractable cases of grand mal epilepsy.99*' 
Employed alone or in combination, intractable to maximal doses of other anti- 


“Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 
ness, often where epilepsy has remained actions is assured by a wide safety margin. 


*Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. ’ 


AYERST LABORATORIES NEW YORK 16, N.Y.» MONTREAL, CANADA | 


in  ‘“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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THERAPEUTIC INDEX 


‘(MIYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants — Adults and Children 
(over 8 years): 1 tablet (0.25 Gm.) 

daily (preferably at bedtime) for 1 week. 
Increase by 1 tablet daily each week, until 
control. Dosage exceeding 2 Gm. daily 
presently not recommended. ChAi/dren under 
8 years: Order of dosage same as for 
adults, but start with 42 tablet (0.125 Gm.) 
daily and increase by ' tablet daily each 
week, until control. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


Patients already receiving other anti- 
convulsants— Adults and Children 

(over 8 years): 0.25 Gm. daily, and 
gradually increased while the dosage of the 
other drug(s) is gradually decreased. 
Continued until satisfactory dosage level is 
achieved for combination, or until other 
medication is completely withdrawn. 
Children under 8 years; \nitially one-half 
the adult dose, or 0.125 Gm. daily. Gradual 
increases and decreases as described in 
adult regimen. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


When therapy with ‘‘Mysoline’’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘“‘Mysoline.’’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while “Mysoline’’ is continued.) 
q As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—"‘Mysoline’’ Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in botties of 100 and 
1,000. No, 3431—‘‘Mysoline” Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
cortains 0.25 Gm. of Primidone, in bottles 
of 8 fluidounces. 
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Why is the 
methyl 
“governor” 
in Orinase 
important? 


oxidation 


One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


H,C 


HOOC 


Orinase Metabolite 


‘governor” minimizes hypoglycemia 


An exclusive methyl ‘ 


Indications and effects: The clinicai indication for 
Orinase is stable diabetes mellitus. Ite use brings 
the lowering of blood ar; glycosuria 
diminishes, and such symptoms as pruritus, poly- 
uria, and polyphagia disappea 
: There is no fixed regimen for initiati 
Orinase therapy. A simple and effective met 
is as follows: First day——6 tablets; second day— 
4 tablets; third day——2 tablets. The daily dose is 
then adjusted — raised, lowered or maintained at 
the two- tablet level, whichever is necessary to 
maintain optimum control. 
Patients receiving insulin (less than 20 units)— 
discontinue insulin and institute Orinase; (20 to 
40 units)—initiate Orinase with a concurrent 30 
to 500 reduction in insulin dose with a further 
careful reduction as response to Orinase is ob- 
served; (more than 40 units)——reduce insulin by 
20% and initiate Orinase with a further careful 
reduction in insulin dosage as response to Orinase 
is observed. In candidates for combined Orinase- 
insulin therapy, an individualized schedule is usu- 
ally obtainable during a trial course of two or 
more wee 
Co ntraindications and side effects: Orinase is ¢on- 
traindicated in gy having juvenile or growth- 
meet, unstable or brittle types of diabetes 
mellitus; history of diabetic coma, fever, severe 
trauma or gangrene. 
Side effects are mild, transient and limited to ap- 


m to Orinase. Other untoward 
Copyright 1961, The Upjohn Company 


The Upjohn Company, Kalamazoo, Michigan 
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reactions to Orinase are usually not of a seriou 
mature and consist principally of gastrointestinal 
disturbances, headache, and variabie allergic skin 
manifestations, The gastrointestinal disturbances 
(nausea, epigastric fullness, heartburn) and head 
ache appear to be related to the size of the dose, 
and they frequently disappear when dosage is re 
duced to maintenance levels or the total daily dose 
is administered in divided portions after meals. 
The allergic skin manifestations (pruritus, ery- 
thema, and urticarial, morbilliform, or maculopap- 
ular eruptions) are transient reactions, whic 
frequently disappear with continued drug admin- 
istration. However, if the skin reactions persist, 
Orinase should be discontinued. 

Clinical toxicity: Orinase appears to be remarkably 
free from gross clinical toxicity on the basis of 
experience accumulated 


been reported only 
one case of cholestatic jaundice related to Orinase 
administration, which occurred in a patient with 
pre-existing liver Giecane and which rapidly re- 
versed upon discontinuance of the drug. 

Each tablet contains: 


Supplied: In bottles of 50. 

*Trademark, Reg. U.S. Pat. Of.— 

tolbutamide, Upjohn June, 1961 
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7 years of clinical use. Crystalluria or other un- 
toward effects on renal function have not been 
observed. Long-term studies of hepatic function 
in humans and experience in over 650.000 dia- 
betics have show Orinase to be re arkabl free 
| 
| 
pr and 
tox ar nia | 
is k ansi- | 
| 


OCTOBER, 1961 


Kimble offers—at no extra cost... 


the world’s most 
complete line of 


CHEERS BRED 
pipets. 


Including Volumetric, Ostwald-Folin, 
Measuring, Serological and 
Bacteriological pipets. 


Your laboratory dealer now has stocks of 
at least 20 varieties of Kimble pipets, color- 
coded to provide these advantages for your 
laboratory: 


@ INSTANT SIZE IDENTIFICATION 
@ REDUCED SORTING TIME 

@ LESS CHANCE OF ERROR 

@ SIMPLIFIED CODING SYSTEM 

@ LONG-LASTING COLOR BANDS 
@ CODED, EASY-OPEN CARTONS 


There’s no extra charge for color-coding. 
And, Kimble dealers* offer new discounts 
of 28% when your order for assorted 
Kimble ware totals 150 cases. 


*In Fair Trade States. 


a andy i 

COLOR-CODED color/size code 
on chart. Drop a card 

=) to Kimble Glass 

Company, 

Dept. CC-2, 
Toledo 1, Ohio. 


KIMBLE LABORATORY GLASSWARE Owens-ILLINoIS 


AN @ PRODUCT 


GENERAL OFFICES + TOLEDO 1, OHIO 
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Tetrac 


TETRACYCLINE WITH GLUCOSAMINE 


IN BRIEF \ 


SO MANY 
INFECTIONS ARE 
SUSCEPTIBLE TO 


Tetracyn provides tetracycline with gluco- 
samine, a normal constituent of human tissues and fluids, 
as an excipient. 

Indications: A wide range of infections due to susceptible 
gram-positive and gram-negative bacteria, rickettsiae, large 
viruses and protozoa. 

Administration and dosage: Optimal dosage varies with the 
severity of infection and susceptibility of the pathogen. 
Average daily dose for infants and children is 10-20 mg./Ib., 
given in divided doses at 6-hour intervals. If gastrointes- 


® 


Pediatric Drops 
Syrup/Capsules 


CLASSIC BROAD-SPECTRUM ANTIBIOTIC THERAPY 


“prompt antibacterial action and a broad 
range of antibacterial effectiveness with 

a remarkably low degree of toxicity.” 
1. Mathieu, P. L., Jr., et al.: Rhode Island M. J. 42:172, 1959. 


Sc 


tinal disturbances are encountered, they may be minimized 
by reducing the individual dose and administering it at 
more frequent intervals. 


Side effects and precautions: Antibiotics may allow over- 
growth of nonsusceptible organisms — particularly monilia 
and resistant staphylococci. If this occurs, discontinue medi- 
cation and institute indicated supportive therapy and 
treatment with other appropriate antibiotics. Aluminum 
hydroxide gel decreases antibiotic absorption and is there- 
fore contraindicated. Glossitis and allergic reactions are 


rare. There are no known contraindications to glucosamine. 


Supplied: Tetracyn Syrup—preconstituted, orange-flavored, 
125 mg./tsp. (5 cc.), 2 oz. and 1 pt. bottles; Tetracyn 
Pediatric Drops — preconstituted, orange-flavored, 100 
mg./cc. (5 mg./drop), 10 cc. bottle with calibrated plastic 
dropper. Tetracyn Capsules (black-and-white), 250 mg. 
per capsule — bottles of 16 and 100. Half-strength (125 
mg.) capsules (black-and-white) — bottles of 25 and 100. 


More detailed professional information available on request. 


Science for the world’s well-being® Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, teady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


ee mg. 2to mg. 
With Medrol Medules, it may be possible to reduce the total daily dose by %. 


OTRADEMARK, MEG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY sunt, 1961 


Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispe- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing's syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 
Upjohn 
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Approximately 135 

tiny “doses” 

mean smoother steroid 
therapy 

Each capsule contains: Medrol 
(methylprednisolone) 2 mg. or 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 


IN BRIEF 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viociN is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision of the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manifestations 
of streptomycin and viocIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


SUPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 


Science for the world’s well-being™ PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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a report on public 
health and extension 


nutrition materials 


An educational consultant examined 206 
Public Health nutrition education mate- 
rials from 22 states and found that break- 
fast cereals were included in the majority 
of them. In the same study, 350 Agricul- 
tural Extension Service nutrition education 
materials from 34 states were also exam- 
ined and it was found that 115 of them 
included breakfast cereals. That cereal is 
a basic breakfast item is demonstrated by 
its inclusion in the above nutrition mate- 
rials, whose aim is to improve the health 
and well-being of the people. 


CEREAL INSTITUTE, INC. 
135 South LaSalle Street, Chicago 3 


A research and educational endeavor de- 
voted to the betterment of national nutrition 
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the first complete 
physiologic regulator of 
Female cyclic function 


ENOVID 


The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during Enovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with Enovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose ENovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 

3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, vaginitis) , 
travel, forthcoming marriage, or pressing busi- 
ness or professional engagements. 


4. Threatened abortion, Continuous 
ENovip treatment provides balanced hormonal 
support for the endometrium in threatened or 
habitual abortion. 


5. Endocrine infertility, Enovin has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis. Continuous therapy with 
ENovip corrects endometriosis by producing a 
pseudodecidval reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 

The basic dosage 

Basic dosage of Enovin is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during Enovin therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


SEARLE | Research in the Service of Medicine 


From the beginning, woman has been a vassal to the temporal demands—and frequently the 
aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree /heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 


procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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NEW. . . for more effective 


INJECTION VD 
BICILLIN 


New potent treatment usually controls VD infections in males as well as the difficult- 
to-manage infections in the female. BICILLIN P- A-B contains procaine penicillin G, 
1,200,000 units, which offers high therapeutic blood levels, and BICILLIN, 1,200,000 
units, which produces long-lasting penicillin blood levels lasting 3-4 weeks. 


Offers these advantages 

... When patient has been treated, only pre- 
therapy contacts need be located and 
checked during the 3-4 week antibiotic pro- 
tective period acquired by the patient 


. .. may abort early syphilis in mixed infections 


. is especially useful in community control of 


acute gonorrhea 
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SINGLE-DOSE DISPOSABLE SYRINGE 
INJECTION 


BICILLIN® P-A-B 


Benzathine Penicillin G and 
Procaine Penicillin G in Aqueous Suspension, Wyeth 


FOR DEEP INTRAMUSCULAR INJECTION ONLY 


Clinical Application. The height and duration of blood 
levels obtainable with BiciLLin P*A*B make this preparation 
suitable for the treatment of many penicillin-susceptible 
infections. Blood concentrations 5.39 units per ml. 
at 3 hours, 0.414 units per ml. at 48 hours, and 0.11 units 
per ml. at 8 days.' 


Contro! of Gonorrhea. Bicittin PeAeB is especially 
useful for the community control of acute gonorrhea. 
Clinical evaluation in five VD clinics resulted in failure 
rates within 4 weeks of 2% or less in both sexes. Not only is 
the acute infection cured, but also the BiciLLin component 
establishes a penicillin protection period of 3 to 4 weeks, 
during which epidemiological contacts may be located and 
brought to treatment. The use of Bicillin Injection for the 
treatment of acute gonorrhea has been reported.**** 


In gonorrheal —— such as arthritis and epididymi- 
tis, a single dose of Bicrtin P*AeB is usually adequate. 


In cases of gonorrhea in which syphilis is also present, ad- 
ministration of penicillin may prevent the appearance of the 
chancre and thus mask the first evidence of syphilis. This is 
not to be falsely construed as benefiting the syphilis. Cases 
with a suspected primary lesion should have darkfield exam- 
inations to verify or exclude syphilis before receiving peni- 
cillin, and blood serology should be done monthly for at 
least 3 months. 


Precautions. Note: Allergic reactions to penicillin 
may occur. The physician should have readily available 
resuscitative drugs for emergency use. BICILLIN P*A*B should 
not be used in patients sensitive to procaine; a skin test is 
recommended to rule out such sensitivity. If sensitivity 
develops, appropriate measures should be taken, The use of 
antibiotics may result in the overgrowth of non-susceptible 
organisms ; therefore, constant observation is essential. 


Deep intram:zscular injection in the upper quadrant of the 
buttock is preferred. Care should be taken to avoid accidental 
intravenous administration of penicillin. 


Supplied. Each disposable syringe INJECTION BICILLIN P*AeB 
contains, in a volume of approximately 4 cc., 2,400,000 units 
of penicillin Fak 3 1,200,000 units benzathine peni- 
cillin G, and units procaine penicillin Gina 
stabilized aqueous suspension with 0.09% methylparaben 
and 0.01% eee as preservatives. 


References. 1. Wright, W.W.; Welch, H.; Wilner, J., and 

Roberts, E.F.: Body’ uid concentrations of penicillin follow- 

ing intramuscular injection of sin doses of benzathine 

— G, and/or procaine penicillin G, Antibiotic Med. & 
Therapy 6:232 (April) 1959. 


2. O'Brien, J.F., and Smith, C.A.: Preliminary evaluation of 
N, N'dibenzylethylenediamine dipenicillin G in acute gonor- 
rhea in the male. Am. J. Syphilis, Gonorrhea, Venereal Dis- 
eases 36:519 (Nov.) 1952. 


3. Hookings, C.E., and Graves, L.M.: Benzathine penicillin 
G e' the contro! of gonorrhea. Antibiotics Ann. 1956/57 
p. 


4. Takos, M.J.; Elgin, L.W., and Cato, T.E.: Long-acting 
icillin in gono control. U.S. Pablie Health Repts. 
2-976 (Nov.) 1957. 


5. Schamberg, I.L.; Kalodner, A., and Lentz, J.W.: Antibiotic 
quarantine of gonorrhea 1. Effect in females. Brit. J. Vene- 
real Diseases 34:24 (March) 1958. 

Although infrequent, adverse reactions to many modern 
drugs may occur. For further information on limitations, 
administration and prescribing of Bicituin PeAeB, see 
descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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SINGULAR 


— 
within practical manner...preferably on a family or institu: -pamdate equivalent to 
accepted in both base. Dosage: Children and adults, a single oral dose equiva- 
through the gastro-— te Kg. of body weight. Precautions: Infrequent 
hal tract. its single-dose on vomiting and intestinal complair ts 
in suspension, or tablet form. will stain most 


ONE FOR THE 
ROAD BACK: 


Afi IMPORTANT AlD IN THE TREATMIENT AND 
REHABILITATION OF THE PROBLEM DRINKER 
During and after an acute aicoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces rest- 
ful sleep, stimulates appetite and helps to control with- 


drawal symptoms. The complications of chronic alco- 
holism, including haliucinations and delirium tremens, 


can often be alleviated with Librium. 
During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patient 
relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce the patient's 


need for alcohol by affording a constructive approach 


to his underlying personality disorders. 
Consult literature and dosage information, available on request, before prescribing. 


Ai 


LABORATORIES 
Division of Hoffmann-La Roche Inc. §-phenyl-3H-1,4 -ben 


LIBRIUM® Hydrochloride ~7-chioro-2-methylamino- 
gine 4-oxide hydrochlorid 
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FOR YOUR CHRONIC DISEASE PROGRAM 


an oral antidiabetic providing long-term effectiveness 


and convenient, economical once-a-day dosage 


IN BRIEF 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplieity of low, once-a- 
day dosage. Moreover, DIABINESE often works 
where other agents have failed to give satisfac- 
tory control. 


INDICATIONS: Uncomplicated diabetes mellitus of 
stable, mild or moderately severe nonketotic, ma- 
turity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced in- 
sulin requirements. 

ADMINISTRATION AND DOSAGE: Familiarity with 
criteria for patient selection, continued close 
medical supervision, and observance by the pa- 
tient of good dietary and hygienic habits are 
essential. 


Like insulin, DIABINESE dosage must be regu- 


lated to individual patient requirements. Average 
maintenance dosage is 100-500 mg. daily. For 
most patients the recommended starting dose is 
250 mg. given once daily. Geriatric patients 
should be started on 100-125 mg. daily. A prim- 
ing dose is not necessary and should not be used; 
most patients should be maintained on 500 mg. 
or less daily. Maintenance dosage above 750 mg. 
should be avoided. Before initiating therapy, 
consult complete dosage information. 

SIDE EFFECTS: In the main, side effects, e.g., hy po- 
glycemia, gastrointestinal intolerance, and neu- 
rologie reactions, are related to dosage. They are 
not encountered frequently on presently recom- 
mended low dosage. There have been, however, 
oceasional cases of jaundice and skin eruptions 
primarily due to drug sensitivity; other side ef- 
feets which may be idiosyncratic are occasional 
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the oral antidiabetic most likely to succeed 


¢ simplifies home care programs...saves precious time for the public health 
nurse and helps win the cooperation of the patient 

¢ brings down the cost of carrying the public assistance caseload... because of 
the ease and economy of once-a-day oral dosage 

« has proven to be the sulfonylurea most likely to control properly selected 
patients for indefinite periods...thereby helping to promote employer accept- 


ance of the diabetic 


diarrhea (sometimes sanguineous) and hemato- 
logie reactions. Since sensitivity reactions usually 
occur within the first six weeks of therapy, a time 
when the patient is under very close supervision, 
they may be readily detected. Should sensitivity 
reactions be detected, DIABINESE should be 
discontinued. 

PRECAUTIONS AND CONTRAINDICATIONS: If hypo- 
glycemia is encountered, the patient must be ob- 
served and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not sig- 
nificantly metabolized and is excreted slowly. 
DIABINESE as the sole agent is not indicated 
in juvenile diabetes mellitus and unstable or 
severely “brittle” diabetes mellitus of the adult 
type. Contraindicated in patients with hepatic 
dysfunction and in diabetes complicated by keto- 
sis, acidosis, diabetic coma, fever, severe trauma, 
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gangrene, Raynaud’s disease, or severe impair- 
ment of renal or thyroid function. DIABINESE may 
prolong the activity of barbiturates. An effect 
like that of disulfiram has been noted when pa- 
tients on DIABINESE drink aleoholie beverages. 


suppLieD: As 100 mg. and 250 mg. seored chlor- 
propamide tablets. 


CAUTION : Federal law prohibits dispensing with- 
out prescription, 

More detailed professional information available 
on request, 


Science for the world’s well-being® 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. New York 17, N.Y. 


ge 
or 
is 
its 
m- 
d; 
ig. 
ig. 
0- 
“u- 
ire 
m- 
ns 
ef- 
| | xx! 
j 


Why do we say Mysteclin-F is decisive in infection? 


Mysteclin-F 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because ...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 

*Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


2 ba Squibb Quality — 
the Priceless Ingredient 


Squibb Phosphate. Potentiated Tetracycline (sumycin) pius Amphotericin B ) 
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In the 
treatment PEDICULOSIS... 


(capitis and pubis) 


Here it is! A pleasant 
§ parasiticide that 
¥ kills lice and nits 

without sting, 
stain or smell” 


CLINICAL TEST PROVES A-200 
PYRINATE® LIQUID EFFECTIVE IN 
JUST ONE SIMPLE APPLICATION! 


e clinically proved effective against head 
and crab lice and their nits...ticks and 
chiggers, too...in minutes 

eno sting or burn, no staining of clothes, 
no tell-tale odor 


e found superior by hundreds of public 
health and school nurses 
eavailable for your patients at drug 
counters 
Send for FREE sample of A-200 Pyrinate Liquid 
i- Norcliff Laboratories 
° Box #471, Department 201-10 
Fairfield, Connecticut 
F 
Name 6 
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CLEANEST CLEANEST CLEANEST CLE CLEANEST CLEA 
EST CLEANEST CL 


Made especially for the exacting requirements of 
LABORATORY, HOSPITAL AND MEDICAL USE! 


MORE EFFECTIVE than any known detergent in 
powder form or any liquid detergent that costs four 
times as much! 


Also makers of ALCOJET for Special 5 Ib. box for Federal, 
all equipment washed by ma- State, County and Municipal 
chine and ALCOTABS in tablet Agencies, available through 
form for all pipette washers. regular supply sources. 


Order from your supplier or ask him for samples 
and FREE Cleaning Guide. 


Sold by All Leading Laboratory, Hospital and Sur- — Meets Highest 
gical Supply Dealers in the United States as well Government Specifications 
as in 
CANADA + ENGLAND SWITZERLAND BELGIUM NETHERLANDS MEXICO 
VENEZUELA + PERU + BRAZIL » PANAMA «+ PUERTO RICO + HAWAII 


ALCONOX, INC., 853 BROADWAY, NEW YORK 3, N.Y. 
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PHOTROMETER, 


MODEL 


E. LEITZ, INC. 


THE ONLY PHOTOMETER 


THAT COMBINES 


THESE IMPORTANT FEATURES 


1. Larger...more easily readable meter! 
Accurate readings are obtained quickly and 
easily. New streamlined design incorporates 
unequalled stability. 

2. Only 1.5 ml of solution needed! Precise 
determinations can now be made with less 
than half the quantities formerly required. 
The Leitz Model M Photrometer gives you 
the accurate and dependable readings that 
have set the standard for optimum require- 
ments in clinical chemistry. 

3. Precalibrated or uncalibrated! Leitz 
continues to offer the unique feature of cali- 
brating each instrument individually for 
forty of the most commonly used determina- 
tions. Also available uncalibrated. 


E. LEITZ, INC. 


468 Park Avenue South, New York 16, New York 


36861 


Leitz dependability. Since you're experi- 
enced with laboratory equipment, you know 
the enduring dependability of a Leitz 
Photrometer is the surest way to obtain 
reliable results every time—year after year. 


Get all the facts . . . write for literature 
providing full information on all the impor- 
tant new features and conveniences built 
into the latest Model M. Fill out coupon... 
MAIL TODAY! 


Gentlemen: 

0) Please send me complete information 
on the New Leitz Model Photrometer. 

0 Kindly have Leitz representative 
phone for appointment to demonstrate 
Photrometer at no obligation to me. 
Name 
Address. 


City. Zone State 


Telephone 
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Lederle—a leader in pioneering and producing immunologic/diagnostic agents 


The right answer is routine 


Accurate readings can be expected when you use any 
of the wide range of dependable diagnostic agents 
from Lederle. These antigens, serums and extracts are 
carefully produced under rigid quality controls to 
assure maximum reliability of diagnostic test results 


SYPHILIS ANTIGENS— Designed to meet specific stan- 


dards of reactivity in different types of serologic tests 
for syphilis. 


V.D.R.L. Antigen—This cardiolipin-lecithin-cholestero| 
antigen can be used in either slide or tube floccula- 
tion test of serum or spinal fluid (qualitative or quan- 
titative). The antigen meets the standards of reactivity 
established by the Venereal Disease Laboratory, U.S 
Public Health Service. Cardiolipin is manufactured by 
Lederle under license from The New York State 
Department of Health. 


Kahn Antigen—A cholesterinized alcoholic extract of 
beef heart, approved for use in the Kahn precipitation 
test for the diagnosis of syphilis, using serum or spinal 
fluid. This antigen has been standardized to meet the 
requirements of the Kahn Control Laboratory. 


“DIAGNOSTIC AGENTS for Clinical and Laboratory Use,” a 
64-page booklet describing Lederie diagnostic products in 


detail, with step-by-step explanatior f technique S$ ava 
able on request. For further informatior ntact the Leder 
Representative through your hospital pharmacy rower 


Medica! Advisory Department, Lederie Laboratorie 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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for good health - 


A “Quiet Miracle’’ 
in U. S. Nutrition 


In 1941, nutrition 
authorities decided 
to add iron and B- 
vitamins thiamine, 
niacin and riboflavin 
to flour and bread. 
Since 1941, deficiency 
diseases attributed to 
lack of those vitamins 
have all but disap- 
peared in America. 


Contribution of 
6 Slices Enriched Bread 
to Daily Dietary Allowances 


Percentage of 
Food Recommended Daily 
Nutrient Value Dietary Allowance* 


Protein 20% 
Thiamine ‘ 30% 
Niacin 17% 
Riboflavin : 16% 
Iron 30% 
Calcium 12% 
Energy 15% 


*Based on 25 year old woman—64" high—weight 128/ 
(normally active, temperate climate) 


Recommended Daily Dietary Allowances, Revised 1958, 
Food & Nutrition Board, National Academy of Sciences 
—National Research Council. 


Nutrients calculated from “Nutrients in Common Foods 
in Terms of Household Measures," Food, The Year- 
book of Agriculture 1958—U .S.D.A., Washington, D.C. 


HEALTH IS A SYNDROME, TOO... 


... determined not only by freedom from pain 
and disease but also by the complicated inter- 
relation of factors affecting the way a person 
looks and feels. Diet is often a deciding factor. 
In the past 20 years, U. S. diet has improved 


ENRICHED... 


in many ways. Nutritionists generally agree 
that the enrichment of flour, bread, macaroni 
foods, rice and other cereals — begun just 
20 years ago —contributes significantly to 
America’s good health today. 


FREE ~- USE COUPON OR SEND R, BLANK 


and whole wheat flour 
foods are listed among 
the “Essential Four’’ food 


groups set up by the U.S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 


To: Wheat Flour Institute 
309 W. Jackson Bivd., Chicago 6 


AJPH-10 


Please send me for professional review and possible distribution 


in quantities the materials checked below. (Please print) 


0 The two minute story of 


THE QUIET MIRACLE in Perspective 


DO Cereal Enrichment 


Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


WHEAT FLOUR INSTITUTE 


working for a healthier America through nutrition 


city 


222222828 
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0 Your Physician—Your Dentist 
look at SNACK FOODS 


NAME 


the Module Way 


ADDRESS 


ZONE_____ STATE 


1 
Weight Control 


(Distribution limited to U.S. and possessions) 
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SIMPLIFY 


| COMPOUND-LOOP CONTROL 


By residual analysis and information feedback, Wallace & Tiernan 
Compound-loop Control adjusts chlorinator feed rates to changing water 
flows and chlorine demands. You can add W&T Remote Residual Re- 
cording and Controlling Components throughout your water system and 
centralize control at any desired location. You select the desired residual 
on a central panel and the Compound-loop System maintains that residual 
faithfully. 

Remote recording by W&T gives you duplicate residual records and 
minute-to-minute information where it helps guide operation. Remote 
controlling by W&T lets you adjust a chlorinator miles away. And W&T 
Remote Components adapt to almost any system, any type of control. 

With remote residual recording and controlling by Wallace 
& Tiernan you centralize control ...save time and operating ex- 
pense ...extend the advantages of the Compound-loop method. 


For more information, write Dept. S-142.02 


Y WALLACE & TIERNAN INCORPORATED 


25 MAIN STREET. BELLEVILLE 9.NEW JERSEY 
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Journal 
of Public 
Health 


The philosophers and the statesmen of public health make contributions 


that cannot be measured, for their consequences exceed the immediate 


moment. It is a great pleasure to offer to the readers of the 


Journal some thoughts of an elder statesman of public 


health from which we can all learn and benefit. 


GROUP HEALTH OBJECTIVES 


Thomas Parran, M.D., F.A.P.H.A. 


this is a happy gathering 

of old friends and new recruits. | 
welcome the opportunity of participating 
in your discussions, of learning more 
about your goals and how you expect 
to attain them. You are a dedicated 
group, but are as yet only a small 
minority of physicians and other far- 
seeing citizens. Your stature will grow 
as your objectives are sound, clearly 
stated, and convincing to the American 
people. 

We are gathered here to talk about 
aspects of “Group Health.” This is an 
appealing term, perhaps conveying more 
to the average ear than “Public Health.” 
You can list advances, and should meas- 
ure the distance you have yet to go. You 
can take satisfaction in recent significant 
progress. This includes the group health 
legislation passed in Ohio last year; the 
development of the new Community 
Group Health Plan in Detroit. the first 
major break-through in nearly 15 years; 
the Medical Care Insurance Program for 
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federal employees; the Canadian Hos- 
pital Insurance and Diagnostic Services 
Act from which we may learn much. 

It is possible also that we soon may 
have additional federal legislation pro- 
viding health care for the aged. It is to 
be hoped that any such legislation will 
encourage group practice, preventive 
services, improved quality of care, and 
will discourage overutilization of hospi- 
tals and nursing homes. 

All of us welcome the continued ex- 
pansion of the federal programs for 
medical research, for training of per- 
sonnel, for construction of research and 
other health facilities, for maternal and 
child health, for crippled children’s pro- 
grams, for vocational rehabilitation—to 
mention only part of the current nation- 
wide health activities. 

I was impressed by a recent advertise- 
ment sponsored by our hosts, Nationwide 
Mutual Insurance Company: 

“Status Seeker: Do you recognize him? 
. . » He meets practically all problems with— 
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‘Let well enough alone!’ Overcrowded class- 
rooms? Understaffed hospitals? Big city 
slums? Threats of nuclear war? You'll 
never get a suggestion for solving these prob- 
lems from him! You'll hardly get a sympa- 
thetic ear. Wedded to the present, indifferent 
to the future, he abhors ‘experimentation’ and 
resists any new idea. 

“Yet new ideas, it seems to us, are precisely 
what America now needs—really new ideas— 
plus the willingness of each of us to welcome 
them with open minds and to speak up for 
all those ideas that are worthy. Otherwise, the 
Status Quo Seeker will prevail, and America 
will not.” 


The slogan of our hosts, “Never let 
well enough alone,” could well be 
adopted by the Group Health Associa- 
tion. Creed means little unless it is the 
mainspring of action. 

It would have been far better if the 
current issue of health care for the 
aged has been resolved earlier, without 
the present political implications, with 
the help of expert analysis, and with 
by-partisan support such as has been 
given over the years to the major fed- 
eral health laws. Without attempting a 
curbstone diagnosis of the merits of the 
several proposals which have been ad- 
vanced in the Congress recently to pro- 
vide medical care for the superannuated, 
it seems obvious to me that our economy 
should be able to provide a cushion both 
against poverty and the lack of medical 
care. Since the White House Conference 
for the Aging has been called for next 
January, one would have expected seri- 
ous legislative proposals to have been 
synchronized with its findings. That is 
why I suspect the proponents of some of 
the more hastily drafted bills to be pan- 
ning for political gold rather than at- 
tempting to meet this very real and 
serious problem in the best possible way. 

The Committee on the Costs of Medi- 
cal Care in 1933 summarized its study 
in four general conclusions* : 

1. Medical service should be more largely 
furnished by groups of physicians and re- 
lated practitioners, so organized as to main- 


* A.J.P.H. 48:980 (Aug.), 1958. 
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tain high standards of care and to retain the 
personal relations between patient and physi- 
cian, 

2. The costs of medical care should be dis 
tributed over groups of people and over 
periods of time. 

3. Methods of preventing disease should be 
more extensively and more effectively applied, 
as measures both of service and economy, 
and should be so financed as to minimize the 
economic deterrents to their extension. 

4. The facilities and services for medical 
care should be coordinated by appropriate 
agencies on a community basis. 

It is discouraging from every point 
of view to record the opposition then 
aroused and which still persists to these 
mild recommendations for action which, 
in my view, were clearly indicated in 
1933 and since. 

It is true that there has been a bur- 
geoning of voluntary insurance schemes 
of various types—I need not enumerate 
them for this audience—but I shall men- 
tion two developments which were not 
foreseen in 1933. They are (a) the large 
role being played by insurance com- 
panies in providing cash indemnity pay- 
ments for various types of sickness in- 
surance coverage, plus the competitive 
growth of Blue Shield; and (b) the 
emergence of organized labor with medi- 
cal care benefits for its members arrived 
at through collective bargaining. 

The federal programs for research, 
for training, and for construction of 
health facilities have expanded much 
more rapidly than I thought possible 
when I began trying to sell these ideas 
to the Congress 24 years ago. How- 
ever, in spite of these useful enactments, 
there are still large gaps between ob- 
vious needs and what we have done to 
meet them. I shall list some of them. 

Most serious of all, in my opinion, 
is the inordinate time lag between the 
challenge and the response in upgrading 
the quality of medical care, in a rational 
sharing of costs, and in providing the 
personnel required. 

The challenge assumes its present 
dimensions because of the unparalleled 
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burgeoning of technological knowledge. 
This has been so vast, so rapid, and so 
recent that we have not begun to com- 
prehend its implications for our society 
now, nor in the years ahead. Hence, it 
is understandable that not only in medi- 
cine, but in every aspect of life and 
living, response has been slow, erratic, 
and confused as we grope for sound 
directions. 

Earlier this month in Atlantic City, 
Dr. David Marine received the highest 
award of the Association of American 
Physicians, the Kober Medal. By 1910, 
50 years ago, Dr. Marine, working at 
Western Reserve, had proved that lack 
of iodine caused goiter, then endemic 
in the Great Lakes region. He urged 
that the School Board of Cleveland 
sponsor a program which would add a 
small amount of an iodide solution to 
the diets of children. The chairman of 
the board, a physician, objected, saying 
that Dr. Marine “would poison our 
children.” But Marine persisted, lectur- 
ing to each class of medical students on 
the subject. One such student after class 
said, “I have taught school in Akron. 
I know the politicians there. If you will 
come out and talk with them the School 
Board and the City Council will adopt 
your recommendations.” This was done; 
the demonstration was successful. As a 
result, iodized salt has all but eliminated 
goiter from this country; yet recently 
the World Health Organization has re- 
ported that 200,000,000 people in the 
world still have this nutritional de- 
ficiency. 

Everyone of middle age remembers 
the bitter debates about water chlorina- 
tion and milk pasteurization; the fact 
that the sanitary engineers were at long 
last successful is one of the large factors 
in our dramaiic reduction of mortality 
and morbidity rates. Currently, how- 
ever, the fluoridation of public water 
supplies is far from a settled issue. 

In light of this record of what so- 
ciologists term “the cultural lag” be- 


OCTOBER, 1961 


GROUP HEALTH OBJECTIVES 


tween knowledge and its wide utilization, 
we should have the courage of per- 
severance in our effort to gain accept- 
ance of the sound principles of prepay- 
ment and the group practice of medicine. 

The issues which concern us _ here, 
however, are more complicated than 
chlorine and fluorine in water, or the 
pasteurization of milk. To the average 
American, the evidence is less clear-cut. 
The “Status-Quo Seeker” considers it 
inadequate and inhibits action by em- 
phasizing the economic, medical, and 
sociological problems which admittedly 
confront us. 

Regardless of the fact that we do not 
yet know enough, the gap between what 
we know and what we do has widened. 
Yet some general directions seem clear, 
and I would venture to suggest a few 
which are pertinent to human health. 


1. We need a better balance between the 
acquisition of knowledge, the provision of 
needed health facilities, the training of health 
manpower, and the more effective utilization 
of knowledge, facilities, and personnel for the 
common good. The term “better balance” 
does not convey fully what I mean; it is too 
passive a concept. We need a dynamic inter- 
action between the several parts of the com- 
posite whole. 

2. Emphasis upon the physical and _ bio- 
logical sciences needs to be matched with 
equal emphasis upon the humanities and the 
social sciences, especially the behavioral sci- 
ences—man’s understanding of man. In fact, 
such knowledge fosters our moral and _ in- 
tellectual power and might even improve in- 
ternational relations. It has been said that 
the future may record the second half of this 
century as the period when society moved 
away from its preoccupation with man as an 
economic creature and entered the century of 
the psychological man. By contrast, we may 
put a man on the moon before we learn 
why our society permits hospital staffs and 
trustees to exclude qualified physicians from 
membership simply because they practice 
group medicine in New Kensington or Staten 
Island or Nassau County. 

To quote Dr. James H. Means in a lecture 
at Harvard last May, “What kind of ethics is 
it when organized medicine resorts to boy- 
cotting, lobbying and other pressure tactics 
when honest attempts are made to improve 
medical care in organizational and payment 
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realms of medicine?” We sadly need a code 
of corporate ethics, matching the individual 
Hippocratic Oath. 

3. Self-serving instincts need to be curbed 
and vested interests controlled in financing 
medical costs. I am not convinced that the 
developing pattern of cash reimbursement 
either for major medical costs or for health 
care for the aged are the best methods. The 
available evidence leads into a contrary view. 

Yet, nature abhors a vacuum and many in- 
surance companies (including Blue Shield) 
quite understandably have moved in to fill 
it as best they could. These insurance 
schemes and contracts are better than none, 
but I ask, “Are there not better ways?” 

4. A prepayment scheme for medical care 
should be comprehensive in scope of service 
and in population coverage; it should pro- 
mote quality of care; it should contain an 
economic incentive for prevention; it should 
pay directly for service rendered, not by way 
of cash reimbursement—in whole or in part 

for expenses of a preferred risk clientele. 


Today we find ourselves citizens of 
what we claim to be the most prosperous, 
the most powerful, the most widely edu- 
cated country on earth, yet we have no 
comprehensive national health policy 
and program. The same can be said 
of our lack of a national education 
policy and program. Is not a healthful 
and educated citizenry one of the first 
objectives in civilized society? 

Although 130,000,000 of the popula- 
tion are said to have “some form of 
health insurance,” the number which 
has comprehensive coverage is small in- 
deed—even smaller is the number for 
whom medical services are provided by 
groups of physicians working together. 
In particular, the methods of purveying 
medical care seem strangely out of date. 
Yet, | am convinced that through groups 
of physicians working together, more 
efficient, better, and more economical 
methods of rendering medical care are 
possible. Almost by definition, such 
methods are superior to the “solo” prac- 
tice of medicine. I recognize that many 
of my fellow physicians hold a different 
point of view. What is needed, then, 
are more demonstrations to provide ad- 
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ditional factual evidence of the superi- 
ority of one method over another. 
Studies we have in abundance. Ap- 
parently only those already converted 
read them. The average American pays 
very little attention to them but is some- 
times impressed by the concrete evidence 
of a successful working operation. 

In developing the new hospitals, health 
centers, nursing homes, and other insti- 
tutions there has been too little planning 
for an integrated whole—a therapeutic 
community. This concept of state and 
regional planning for hospitals and other 
health facilities was a prominent feature 
in the language of the Hill-Burton Act, 
but practice has fallen far short of 
initial expectations. 

I have referred to the large federal 
funds available for research and for 
health facilities. The research programs 
have been criticized because most of 
them are organized around “disease- 
centered” institutes. I personally do not 
believe that this has impeded the prog- 
ress of medical knowledge since many 
of the studies which are being supported 
are of a fundamental nature, the results 
of which might be equally applicable to 
many human maladies. What does con- 
cern me is lack of national action to 
produce more physicians and other med- 
ical personnel. As we have been concen- 
trating on research and on the physical 
facilities, each new discovery is likely 
to bring a greater demand for medical 
service while our production of physi- 
cians is not keeping pace even with the 
growth of population. There have been 
two competent studies of this problem: 
“The Advancement of Medical Research 
and Education” (the Bane-Jones Report 
of 1958) and “Physicians for a Grow- 
ing America” (the Frank Bane Report 
of 1959). 

The Bane-Jones Report forecasts total 
national medical research expenditures 
of $900,000,000 to $1,000,000,000 per 
year, in 1970. Appropriations of $330,- 
000,000 for 1957 were reported and it 
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appears that the figure will have grown 
to more than $500,000,000 this year. 
Estimated also in this report was the 
need for a substantial increase in the 
number of physicians and _ research 
workers. This will require both the 
expansion of existing medical schools 
and the construction of between 14 and 
20 new medical schools if we are to 
maintain the existing ratio of physicians 
to population. 

The Bane Report concentrated on the 
need for physicians and dentists and 
arrived at comparable recommendations. 
Specifically, this group recommended: 
(1) that there be more public and pri- 
vate support for the basic operations of 
medical schools from many sources, in- 
cluding state and local appropriations 
(the group did not specifically recom- 
mend federal aid for this purpose, I 
personally think such aid is required) ; 
(2) that research grants to medical 
schools should cover full indirect costs 
and that there should be institutional as 
well as project grants; (3) that federal 
funds should be appropriated on a 
matching basis to meet construction 
needs of medical education both for 
expansion and improvement of existing 
schools, construction of new two-year 
schools in the basic medical sciences, 
construction of new four-year medical 
schools, and construction of the neces- 
sary teaching hospitals. 

Emphasis was also placed upon the 
need for sound planning, starting im- 
mediately, since so many years must 
elapse between the decision by a uni- 
versity to organize a new medical school 
and the actual production of its first 
graduates. 

While neither report emphasized the 
need for more and better trained para- 
medical personnel, I would attach equal 
importance to this aspect. The blunt 
truth is that without an adequate sup- 
ply of well trained and devoted medical 
and paramedical personnel, the most 
perfect health plan is not worth the paper 
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it is written on, regardless of how vast 
the knowledge or how modern the facili- 
ties in which it operates. 

Many of you will recall that, begin- 
ning in the 1930's, there was substantial 
agitation for a national health insurance 
act, but the successive bills to accom- 
plish this purpose were not passed by 
the Congress. Meanwhile, voluntary in- 
surance has grown like Topsy, and since 
so many organized workers have what 
they think of as their “own schemes, 
provided through collective bargaining” 
or otherwise, I have sensed far less in- 
terest recently on the part of organized 
labor for federal action for sickness in- 
surance. I venture to think, however, 
that the very number and diversity of 
these various schemes and the current 
lack of knowledge about who receives 
what in terms of volume and quality of 
medical care in relation to the cost 
make this problem inevitably a matter 
of national concern, of national regula- 
tory laws, and of national financial par- 
ticipation to enforce standards. 

I have not been an enthusiastic ad- 
vocate of sickness insurance in this 
country along the lines developed in 
Great Britain. Such insurance is not 
really “health insurance.” It assumes a 
given risk of illness and spreads its 
cost. The sickness insurance schemes 
developed in Great Britain and on the 
Continent did not in practice put much, 
if any, emphasis on prevention or on 
minimizing the risks of illness. 

Dr. T. F. Fox, distinguished editor 
of the Lancet, in speaking at the annual 
dinner of the Milbank Memorial Fund 
last autumn, said that when they started 
planning their medical services a dozen 
years ago in Great Britain they acted, 
in general, on the assumption that in a 
society where material conditions are 
improving, health can take care of it- 
self. They have been concentrating on 
disease. 

In Soviet Russia, he pointed out, “we 
have the classical example of a medical 
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service, planned from above, in which 
at first all the emphasis was on preven- 
tion. Faced by epidemics as well as 
war and famine ‘either Socialism defeats 
the louse,” said Lenin, ‘or the louse de- 
feats Socialism.’ 

“Once public health had been brought 
up to an elementary European level . . . 
the people of Russia, like people every- 
where, wanted treatment of their many 
remaining diseases. . .. There was, more- 
over, economic advantage in getting sick 
workers back to work quicker. To meet 
these needs, the Russian rulers”’—as I 
found quite evident from my own visit 
there in 1957—“have steadily enlarged 
their curative services. 

“At the beginning of the Revolution, 
the rulers grasped the vital fact that 
disease can prevent civilization and pros- 
perity—as it is still doing in many parts 
of the world. . . . Now they have come 
to rely mainly on civilization and pros- 
perity for the further prevention of dis- 
ease. 

| have quoted Dr. Fox at some length 
hecause he summarized with these three 
significant aphorisms: 

“1. Disease prevents civilization. 
“2. Civilization prevents disease; and by 


paradox, 
“3. Civilization also causes disease.” 


These are diseases of excess and of 
indolence: too much of calories, ciga- 
rettes, alcohol, stress, plus nuclear radia- 
tion, atmospheric pollution, too many 
automobiles on highways. These excesses 
are of our own design. 

In the late 1930’s, when successive 
versions of the Wagner-Murray-Dingle 
bills were pending, this country did not 
have the professional manpower nor the 
health facilities to provide what the par- 
ticipants in a national sickness insurance 
scheme were led to expect. As I have 


pointed out, we are faced with a fright- 
ening shortage of medical manpower a 
decade hence. We need to begin at once 
for the training of needed personnel; we 
need to shorten decisively the gap be- 
tween knowledge and application in 
order to minimize the risk of illness. 
Without consideration of these two 
factors, our best laid plans will serve 
only to ameliorate our vast health prob- 


lems. 

I shall summarize by emphasizing a 
few points: 

1. Quality—Sharing the costs of sickness, 
utilizing only the poor services now available 
to many people, does little to promote the 
national health. Every public action to make 
medical care more readily available should 
have built into it strong provisions to enhance 
quality. With or without more public action, 
hospital staffs and trustees can do more than 
now to enhance quality of service. The means 
available to them are obvious but often 
neglected. 

2. Prevention—It is not enough to assume 
the current risks of illness and share the costs 
through any type of insurance. A major 
objective should be to lessen the risks through 
prevention. 

3. Equal Opportunity for Health—This 
should be a prime national objective for every 
citizen, within the limits of his biological and 
genetic capacity. This opportunity should 
not be limited by the accident of birth, cul- 
tural prejudices, nor economic status. 

4. Experimentation—We should get out of 
the rut of our traditions in rendering medical 
services and in medical education. We in the 
United States have been hobbled by our tra- 
ditional patterns for nearly a half-century. 

5. Evaluation—This obviously is desirable. 
But we need not wait upon overwhelming 
evidence before undertaking changes in any 
aspect of medical service, of education, or in 
fact any innovation. We learn by doing. 
The failures are as important as the successes 
in pointing toward future goals. 


I quote Robert Frost: “What to do 
and when, on the basis of inadequate 
evidence; this is the measure of wis- 


dom.” 
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Are children who must look to public agencies for health care receiving 
care of good quality in an efficient and effective manner? As Dr. 


Baumgartner points out in an incisive analysis, the answer 


is no. 


But she also indicates what has to be done and 


how to take necessary steps to improve the situation. 


MEDICAL CARE OF CHILDREN IN PUBLIC PROGRAMS 


Leona Baumgartner, M.D., F.A.P.H.A. 


WILL concentrate my discussion on 

two fundamental defects in our cur- 
rent work and planning for improving 
the health of children in the United 
States: (1) the lack of smooth-func- 
tioning and effective organization in 
the provision of services, and (2) the 
absence of a “we-will-do-something- 
about-it” concern for the quality of the 
care provided. Although similar prob- 
lems exist in the provision of health 
services to people of all ages, their 
effects on child health are particularly 
dire since the establishment in the early 
years of a good base for health is of 
particular importance. 

The situation with regard to health 
services for children is uneven through- 
out the nation. There are many states 
where hardly any services are provided 
or where services lag scandalously be- 
hind the levels reached in others. Even 
in the “advanced” areas like New York 
where much money has been appro- 
priated for many years (though never 
enough money or enough personnel to 
meet demands), we are not getting the 
most for the dollars we now spend be- 
cause of fragmentation and lack of or- 
ganization. In addition, chaos and con- 
fusion in the organization of services 
keeps us from obtaining the best quality 
of care and service that modern medical 
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technology has made possible in the 
past 35 years. 

American health services today are 
indeed “a many splintered thing.” The 
person or family that needs medical 
care must often go from place to place, 
or from agency to agency and spend 
long hours sitting in shabby and un- 
comfortable waiting rooms. Most often 
the patient must do this at the very 
time he is ill, worried, under stress, 
and when his inner resources are taxed 
to the utmost. Preventive care is ob- 
tained from one source, therapeutic care 
from another; “well babies” are served 
in one place, sick youngsters in any 
one of several other agencies or insti- 
tutions. For one of his ailments a 
handicapped child here, for 
another, there, while for some condi- 
tions there may not be any place from 
which to obtain what is needed for a 
particular child. This applies not only 
to tax-supported, but also to privately- 
supported agencies, to children in fami- 
lies receiving public assistance as well 
as to children in self-supporting families. 

Part of this complex lack of organiza- 
tion, this “jungle,” arises from the way 
in which funds are provided. Both 
service and administrative costs are 
repeatedly duplicated. For example, 
federal funds for health services to 
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children in New York trickle through 
the State Departments of Health, Men- 
tal Health, Education and Welfare, and 
in the city itself are distributed by the 
Department of Health, the Department 
of Hospitals, the Department of Wel- 
fare, the Comptroller’s Office, the Mental 
Health Board, and a Vocational Reha- 
bilitation Service of the state educa- 
tional authority; and this takes no ac- 
count of funds coming via the armed 
forces, the Veterans Administration or 
other special agencies. Each adds 
something to the administrative costs, 
and when added up these administra- 
tive costs are no mere pittance. This 
chaos is not peculiar to one geographi- 
cal area, or to one socioeconomic 
group, nor is it to be found only in 
the public sector of our health economy. 
What does this chaos lead to? How 
does it affect the providers and the 
recipients of the services? As I see 
it, it leads to several undesirable results. 
First, it is a wasteful and inefficient 
way to use our health resources, and 
further depletes the already inadequate 
pool of professional talent available for 
health services. It raises the cost of 
care for everyone, and it makes medi- 
cal care the prize of only the most 
persistent. When communication fails 
between different agencies caring for 
a single patient (and sometimes the 
patient’s medical record does not even 
get from the outpatient clinic to the 
inhospital service when he is hospital- 
ized), the results can only be unneces- 
sary repetition of examinations and lab- 
oratory tests and the compiling of an- 
swers to questions already asked a dozen 
times. Such delays and failure to com- 
municate can even have fatal results. 
Too often the person or the family 
who needs care may not be getting that 
care, simply because he is lost in the 
red tape created by the very people who 
are trying to help. This is particularly 
tragic in the case of children, where 
the lack of proper care in the years of 
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growth are almost certain to have life- 


long effects. 

Such lack of organization leads to 
confusion, hardship, and frustration for 
the patient and his family. Is it any 
wonder that families neglect the health 
of their members? Talk to some middle- 
class family with say, three children 
and an elderly, chronically ill relative 
and you will see the unproductive time 
they spend in caring for their health 
needs, the time it takes away from their 
busy lives and jobs. The professionals 
keep wondering why these families be- 
come “uncooperative.” Perhaps they 
just cannot face referral to another 
specialist! Even families that may be 
well able to pay for medical care are 
not able, nor should they be called 
upon to pay for waste. 


Problems Compounded in Low-income 
and Public Assistance Families 


If this is true in middle-income fami- 
lies, consider the additional difficulties 
encountered by low-income families. Ob- 
viously the children in these families 
are at special risk with respect to ade- 
quate nutrition, physical and emotional 
illnesses and handicaps arising, in part. 
out of their overcrowded, unsanitary, 
and unstable living conditions. Possi- 
bly because of the special family cir- 
cumstances which qualify them for 
public assistance—and this may be par- 
ticularly true of the Aid to Dependent 
Children category—the children in these 
families sometimes are less likely than 
others in the community to receive 
continuing medical supervision through 
arrangements made by the adults in 
whose charge they are. And this can 
happen even where economic barriers 
to medical care are removed through 
the provision of free services. 

There are those who deplore the state 
of affairs in which a family must de- 
pend upon public funds for its support. 
Are there also citizens who are equally 
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indignant when the fragmentation of 
services makes it almost impossible for 
such a family to get the medical care 
which could put the family back on its 
feet? Needless delays in the detection 
of serious illness, in rehabilitating the 
chronically ill, in reaching a diagnosis 
and doing something about it, all add 
to the social burden of caring for the 
dependent family and rob the family 
itself of independence. 

Lack of efficient organization invari- 
ably creates gaps which might other- 
wise not exist. For example, in New York 
City, until very recently, although we 
have a wealth of health resources, we 
lacked centers where the epileptic, cere- 
bral-palsied and even the hard-of-hear- 
ing child could have all his needs met 
in one place. Without such coordinated, 
comprehensive service, rehabilitation for 
these children is often ineffective. 

I shall focus a little longer on services 
in New York City where I am more 
familiar with medical affairs. New 
York City has been committed to meet- 
ing the health requirements of its needy 
children for almost half a century, many 
decades before any federal legislation 
was enacted. Today the gamut of serv- 
ices for children, who cannot pay for 
private medical services, is very wide. 
We provide preventive programs, im- 
munization against communicable dis- 
eases, diagnostic and treatment facili- 
ties, and along with this, counseling 
and education for the parents. Our 
school health program provides one 
million school children with minimum 
preventive and corrective health super- 
vision, regardless of economic status. 
The conquest of communicable disease 
among the children of our city pays 
tribute to the extent of the commitment 
and its accomplishments. However, 
rather than being complacent, we are 
aware of the serious shortcomings which 
exist in the way in which the city’s 
intent is presently carried out. 

There are 180.000 children on pub- 
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lic assistance in the city who receive all 
of their medical care through tax-sup- 
ported services. There are many more 
thousands of children whose families 
pay some part of their own medical ex- 
penses. In fact, special studies show 
that for every {family on public assist- 
ance, there are roughly four low-income 
families who cannot pay for all of their 
medical services out of their own earn- 
ings. This so-called “medically indi- 
gent” group depends upon publicly-sup- 
ported services for a substantial part 
of its medical care. The degree to 
which local governments undertake to 
meet the need varies widely in different 
communities in the United States, but 
the picture of a mixed economy in 
medical affairs is characteristic of all 
areas. 

For the children of public assist- 
ance families in New York City, funds 
are available for a physician to see a 
sick child in the home, for that child 
to go to a hospital clinic and to receive 
hospital care, home nursing care, free 
drugs, dental treatment. and _rehabili- 
tation services. In other words, in our 
city programs of the Welfare, Hospitals, 
and Health Departments provide all the 
service any one child may need. 

The fact that money and services 
are available, however, does not neces- 
sarily mean that the child obtains what 
he needs to keep him well, or that the 
service is an integrated, coordinated, 
or, for that matter, an adequate one. 

If the lack of organization and frag- 
mentation is such as to produce anarchy 
and to keep those who need services 
from using what is available. then we 
are not getting the most for the money 
spent. 

What are the effects of our present 
system? How well is our commitment 
to the city’s children being carried out? 
This past summer we looked carefully 
at what was going on in one of our health 
districts where the city is engaged in 


a new venture called the Neighborhood 


1493 


Conservation Project. Here, through 
the cooperation of public and private 
agencies, the city is seeking to salvage 
neighborhoods, not only by physical 
rehabilitation of structures, but also by 
coordinated and stepped-up use of all 
the community services which may im- 
prove the physical environment and the 
social climate. 

This gave an opportunity to get some 
picture of the utilization and availa- 
bility of personal health services. In 
connection with a census of families in 
a “Pilot Block” area we took a look 
to see if the many services provided 
were getting to the people who needed 
them. 

In the “Pilot Block” there were over 
200 families. Three buildings alone 
contained 85 families. Two-thirds of 
these 85 families had children. Of these, 
18 families were found to be on public 
assistance. The rest had a median in- 
come of $250 a month. There were 50 
children in the study group of “wel- 
fare” families, and 45 in the “non- 
welfare” group. Half of each group of 
children are preschoolers. We decided 
to include this “comparison group” of 
nonwelfare families as a “baseline” (not 
necessarily an “ideal” or a “norm”’) to 
determine whether we were achieving 
some of the objectives of providing 
medical care in a public assistance pro- 
gram; in other words, to see whether 
this most disadvantaged group of chil- 
dren was using medical and preventive 
health services to no lesser extent than 
families of similar socioeconomic status. 
Furthermore, we wanted to confirm our 
impressions whether these services were 
organized and coordinated in such a 
way as to provide most efficiently the 
best quality of care, and what affirma- 
tive steps were being taken to prevent 
these children from growing up with 
medical handicaps which might con- 
tribute to future dependency. 

What we found was that in the public 
assistance group families availed them- 
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selves of child health station services 
providing “well baby care” to a greater 
extent than those not on welfare—66 
per cent as compared to 44 per cent. 
Incidentally, in this low-income area, 
75 per cent of all the children born 
on hospital ward service each year re- 
ceive their pediatric care in child health 
stations operated by the Health Depart- 
ment. 

Of all the children three years of 
age and younger, all welfare children 
were under child health station medical 
supervision compared to only two-thirds 
of the nonwelfare children. The same 
situation exists in regard to the im- 
munization status of both groups. Dur- 
ing the children’s most vulnerable years, 
it would seem that, in this neighbor- 
hood at least, we are adequately dis- 
charging our responsibility to the recipi- 
ents of public assistance, although we 
are fully aware that this situation does 
not obtain equally throughout the city. 
In fact one of the developments of the 
Welfare-Medical Program in which our 
department is engaged, is a recent move 
to identify and bring to the attention of 
the child health stations all these wel- 
fare children under five throughout the 
city who are not currently under medi- 
cal supervision. 

In the case of school-age children, 
even though here, too, there are funds 
to pay for diagnosis and treatment, our 
findings were not as encouraging. In 
comparing the number physical defects 
which were referred for treatment by 
school physicians, we found that welfare 
children showed both more referrable 
defects, and a higher proportion of de- 
fects not under treatment, than did 
nonwelfare children. 

Coming to the adults, the neighbor- 
hood survey findings showed a tendency 
for pregnant women in welfare families 
to obtain prenatal care at a later stage 
than those from nonwelfare families, 
and in 25 per cent of the pregnancies 
among welfare mothers there was no 
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record of seeking prenatal care at all. 
For both groups it was found that 
community resources such as visiting 
nurse, homemaker, or child guidance 
services had never been used. As far 
as treatment services, every adult in 
the welfare group reported attendance 
at an outpatient clinic in the previous 
year compared to only 25 per cent of 
the nonwelfare group, the others ex- 
pressing “no need” for such services. 

This little study clearly revealed a 
glaring multiplicity, duplication, and 
fragmentation of the services. One of 
the study families on public welfare was 
a composite of this general problem. 
In the past six months, Mrs. M. and 
her three children had attended the 
outpatient clinics of three hospitals, had 
been treated at a tropical disease clinic 
in a health center, and had been visited 
by three different panel physicians at 
home, while a grandchild living in the 
home was under the supervision of the 
child health station and also receiving 
treatment at a local municipal hospital. 

It would appear, that although we are 
doing a reasonably good job in bring- 
ing to our children the benefits of mod- 
ern medical knowledge through im- 
munization drives, child health stations 
and skillful medical treatment for gross 
physical defect when they come to us, 
the mesh in the case-finding net is not 
fine enough. And the lines of these 
many services often cross each other 
in such a way that the patient can be 
starved for good medical care in a land 
of technical plenty. This is true despite 
the unusually active cooperation _be- 
tween the Departments of Welfare and 
Health. 

When we took another kind of look, 
by drawing upon some of the experi- 
ences of the district health officers of 
the Health Department who have been 
serving as medical consultants in wel- 
fare centers, these observations were 
confirmed. Case studies revealed, for 
example, a 14-year-old boy with a con- 
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genital cardiac condition who appeared 
to be about half his age, remaining most 
of the time in a crouched position or 
carried up and down the stairs by his 
mother. He had never had medical 
treatment or home school instruction. 
The health officers found instances of 
children who were neglected to the 
point of requiring hospitalization for 
acute malnutrition; children of psy- 
chotic or tubercular mothers, or of a 
parent with diabetes, who had never 
been examined to see if they, too, had 
diabetes, tuberculosis, or were in need 
of medical care; a 15-year-old preg- 
nant girl receiving no prenatal care 
who was declared a “juvenile delin- 
quent” through court action in order 
to be placed in a home for unwed 
mothers; a 30-year-old disabled father 
of three children who had been seen by 
a score of doctors, nurses, and case 
workers in his visits to various health 
and welfare centers, none of whom had 
initiated inquiries, or made any pro- 
vision to provide him with a prosthetic 
arm which might have helped him be- 
come a more independent wage earner 
and father. 

I cite these examples (we call them 
our “atrocity” stories) only to indicate 
the extreme cases in which our built-in 
case-finding mechanism of direct con- 
tact with welfare recipients and the 
administrative responsibility for finan- 
cial aid do not operate efficiently or 
even passably. 

What do these illustrations mean? 
They confirm the conclusion stated in 
the beginning that despite the number 
of programs provided and despite the 
money appropriated—and we are rela- 
tively well off in New York City in 
the amount of money spent—health 
services are run in an inefficient, waste- 
ful manner, and sufficient emphasis has 
not been put upon the quality of the 
care. 

The present way of doing things vio- 
lates innumerable principles of good 
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organization and administration. It 
leads, and I am deliberately repeating, 
to reduplication of laboratory tests, 
physical examinations, x-ray examina- 
tions. It takes up the time of doctors, 
nurses, social workers, and technicians. 
It is confusing and discouraging for 
the patient and his family. The patient 
himself in the meantime may be getting 
very poor medical care, although the 
individual segments of it may not ap- 
pear to be bad. It is easy to pick up 
in our records the patient who is at- 
tending a clinic for the treatment of 
his chronic sinusitis over a period of 
months during which time his attack 
of rheumaic fever, his acquired tuber- 
culosis, or developing diabetic condi- 
tion may pass unnoticed. This is medi- 
cal and social anarchy and chaos. 

It seems strange that America which 
has been so often characterized as hav- 
ing a genius for organization should 
have allowed its health services to grow 
up with such a conspicuous absence 
of organization. 

With better organization we might 
even find the apparent deficiencies in 
dollars and health personnel not as 
large as they now seem. There are 
groups pushing for more financing and 
those calling for more talent. But few 
call for better organization. Changes 
in the organization, in the marketing, 
and distribution of health services are 
essential. We must find ways to bring 
together the people and the facilities, 
and to bring them together in the 
most efficient and effective manner. 
Certainly we do not produce automo- 
biles or detergents, or put satellites in 
outer space, or build highways without 
using our genius for organization. Why 
not call on it to give people better 
health? This does not mean efficiency 
in terms of an impersonal factory; the 
job can be done and still maintain 
the intimate and personal relationship 
between doctor and patient, which is 
important to good medical care. 
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We have been more concerned, it 
would seem, with where the money 


comes from than what the money is 
spent for. It would almost seem as 
if more attention were paid to the right 
of the hospital or professional person 
to “sell his wares,” or to the particu- 
lar fiscal category into which the pa- 
tient falls than to the medical need of 
the patient himself. To some, “quality” 
of medical services merely means that 
payment shall be made to groups that 
meet the most minimum of licensing 
laws. Few voices have been raised to 
ask how the money is spent, what the 
money is buying, how to avoid the 
waste—human, professional, and mone- 
tary—involved. 

The new amendments to the Social 
Security Act present an unusual oppor- 
tunity for all welfare medical programs 
at least to initiate a series of new activi- 
ties that may help to raise the standards 
and improve the quality of the medical 
care received by welfare clients. The 
new amendments empower the secretary 
of health, education, and welfare, and 
I quote: “. . . to assist the states to 
extend the scope and content and im- 
prove the quality of medical care and 
medical services for which payments 
are made to or on behalf of needy and 
low-income individuals . . . (to) develop 
and revise from time to time guides 
or recommended standards as to the 
level, content and quality of medical 
care and medical services for the use 
of the states in evaluating and improv- 
ing their public assistance medical care 
programs... .” 

It is to be hoped that the secretary 
will make use of the past experience 
and skills found in all of the various 
divisions in his department and of vari- 
ous private and professional groups in 
formulating these guides and standards. 
According to the legislation such guides 
are not binding on the states, but should 
be helpful in improving the quality 
of care that people will get if, and it 
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is a large if, the states are creative 
enough to develop their own standards, 
make the decisions, and stick by them. 
This is a golden opportunty for those 
interested in improving the health of 
all Americans, and for those interested 
in saving tax dollars. ‘The federal crip- 
pled children’s programs have helped 
states operate programs which have 
raised standards of care everywhere, 
and so have shown that the job can 
be done. 

The kind of care that in the long run 
is probably less expensive, and certainly 
gives the patient more, is the continu- 
ing and comprehensive care which 
brings the right service to the right 
person at the right time and does not 
leave it to the patient to coordinate all 
the care for himself. 

In New York City we are experiment- 
ing with different ways of doing just 
that for the children and families who 
are the responsibility of the Welfare 
Department. Not only will these ex- 
periments have value to us; their find- 
ings may serve as models for other 
areas in the country. In one district, 
for example, a five-year program is 
under way in which 1,000 patients 
will receive comprehensive, continuous, 
and coordinated medical care through 
a teaching hospital and a_ medical 
school. The other welfare families will 
continue to receive care in the usual 
disjointed fashion. The project, financed 
by the Health Research Council of the 
local health department, will study utili- 
zation rates, costs, and the quality of 
the care, and compare these findings 
with the costs and quality of the pres- 
ent machinery. 

In another district we are trying still 
another way—that of pulling together 
existing community resources. The at- 
tending staff of a voluntary hospital will 
provide the preventive, diagnostic, and 
prenatal care in the district health cen- 
ter of the health department. Those 
indigent and medically indigent patients, 
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who will be referred for more extensive 
care, will receive their care from the 
same physicians in the outpatient and 
inpatient services of the hospital, thus 
establishing a continuity of relation- 
ships. In addition, the hospital will 
expand its service to include a large 
nursing home in the same geographical 
area, 80 per cent of whose patients are 
welfare recipients. 

Another helpful development has been 
the establishment of an _ Interdepart- 
mental Health Council, composed of the 
heads of the municipal Departments of 
Health, Hospitals, Welfare, and Mental 
Health. Through its monthly meetings 
and the activities of its many commit- 
tees composed of scores of departmental 
representatives, many conflicts are re- 
solved, many problems solved. 

Another significant development in 
this attempt at a more coordinated ap- 
proach in health affairs for the indigent 
is the recent appointment of an ex- 
tremely well qualified physician and 
public health administrator to a newly 
created job of director of medical care 
services in both the Departments of 
Health and Welfare. He can call freely 
upon the multiple assets of a health 
department with its medical specialists, 
while administratively the program re- 
mains in the Welfare Department. 

Within a matter of months it has 
been possible with this system to have 
district health officers act as medical 
consultants to welfare centers, visiting 
nursing homes where welfare clients 
are being cared for, and setting up 
functioning referral systems to existing 
health department services for preg- 
nant women, preschool children, and 
infants born on general ward service. 
This concern for the health of the 
welfare client is penetrating to all levels 
of welfare and health personnel, and has 
established, in most situations, a con- 
structive working relationship between 
the representatives of the two depart- 
ments. An extra dividend from having 
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health officers serve the welfare centers 
is the different point of view developed 
by many case workers in the Welfare 
Department about health services and 
vice versa. This has led to the spon- 
taneous development of imaginative 
efforts, small projects to uncover and 
deal with special health problems of 
welfare clients. Without additional staff 
or funds, these efforts are leading to 
better medical care. 

Several organizational steps have also 
improved the care welfare clients are 
getting. These include (1) the devel- 
opment of medical audit teams which 
visit outpatient clinics where welfare 
clients get so much of their care, (2) 
formation of an interdepartmental work- 
ing committee on medical reporting to 
improve exchange of medical informa- 
tion on individual patients so as to 
facilitate diagnosis and treatment and 
cut out waste, and (3) speeding up 
medical evaluation of disabled parents 
in ADC families. Steps to develop ma- 
chinery for preventive diagnostic serv- 
ices for new welfare clients, so that in- 
cipient disease may be detected and 
dealt with promptly, and plans for better 
home care are next. 


Summary 


I wish to emphasize again that al- 
though there remains a need to finance 
research and medical care, to recruit 
more staff, to train more health per- 
sonnel—doctors, nurses, dentists, social 
workers—getting more money and per- 
sonnel is not enough at this particular 
point in our national and local develop- 
ment. It seems only fair to point out 
that money by itself is certainly not 
as important now as it was two decades 
ago. We are socially and _ politically 
committed to the care of those who 
cannot care for themselves. We are fully 
aware that it is the low-income family 
with the large number of children, that 
has less insurance and less money to 
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pay for care, has the greater need for 
it. But it is inconceivable that we can 
or will be willing to spend the dollars 
or find the people that it would take 
to provide the medical care adequate 
to meet the nation’s needs or demands 
if we continue to conduct our health 
business (public and private) in the 
present unplanned, uncoordinated, hap- 
hazard manner, with little or no regard 
to the quality of the services which has 
evolved over the years. Our current 
inefficiency is not only a matter of con- 
cern to those concerned with the welfare 
or needy client; it affects the pocket- 
book and life of every American. 

The immediate concern we should 
have now is to reorganize health serv- 
ices. And to do this, research is needed 
in a new way to finance studies on how 
to improve the organization of these 
services. Whether for aged persons or 
for children, whether financed privately 
by the family through out-of-pocket or 
insurance funds, by employers or by 
government or private philanthropy, it 
is imperative that new methods of or- 
ganizing and delivering medical services 
be worked out and applied at once. 

Whatever we may agree upon as 
desirable next steps, nothing will have 
more far-reaching, more immediately 
valuable consequences than improve- 
ments which will flow from imaginative 
administrative revamping of our public 
programs. These improvements are not 
dependent on new legislation or new 
funds. They can be more easily planned 
because governmental units already di- 
rect what can be done. Perhaps the 
simplest and most practical step is to 
call a moratorium on the interdepart- 
mental differences and jockeying for 
power, the bickering among the oper- 
ating agencies, notably the Departments 
of Health, Welfare, and Education and 
the vocational rehabilitation services. 
The job is a big one—we can not waste 
time or personnel in feuding. We can 
also demand that the federal govern- 
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ment, from which so much money now 
flows, get its house in order so that 
the source of funds does not add to 
administrative confusion and waste. 
Stressing these two points—the need 
for a new look and drastic action in 
organizing health and medical service 
in this country and the need for putting 
more emphasis on the quality of care 
that our money, particularly our tax 
money, buys—does not mean that I am 
unconcerned about the need to finance 
medical care. I am fully aware that I 
am speaking from one of the 12 states 
in the nation which has a form—even 
if disorganized—of a comprehensive 
medical program for public assistance 
recipients. In many parts of the coun- 
try, it is true, federal funds which are 


available for such aid have not been 
drawn upon because the states have 
never appropriated money to match 
them. I have one word of warning 
for those working in these areas, from 
the sometimes bitter and uphill ex- 
periences in trying to revamp services 
which mushroomed too quickly. As 
new money becomes available, as the 
expansion of services becomes possible, 
as fought-for goals are achieved, we 
must take the additional time to set 
up desirable standards, to think through 
the most effective and coordinated way 
of doing the job, so that when it is 
done, it is done right. This is a job 
that can be done—this job of reorganiz- 
ing our health services. Let us get 
on with it. 


Dr. Baumgartner is commissioner of health, City Health Department, New 


York, N. Y. 


This paper was presented before a Joint Session of the Maternal and Child 
Health and Medical Care Sections of the American Public Health Association at 
the Eighty-Eighth Annual Meeting in San Francisco, Calif., November 1, 1960. 


Special APHA Booths in Detroit 


On Aisle 900 in the exhibit area of Cobo Hall, Detroit, headquarters of APHA’s 
89th Annual Meeting in November will be four booths related to various aspects of 


APHA’s work. 


For the first known time at an Annual Meeting APHA will have a special booth 


set aside at which registrants will be welcomed to discuss the goals, functions, services, 
and membership privileges of the APHA and its affiliates. APHA staff members will 
man this booth. (This is to be distinguished from the Association Office, in Cobo Hall, 
at which staff assists with questions relating to the Annual Meeting itself.) 

Two other booths are being sponsored by APHA’s Committee on Research Policy 
and by the Professional Examination Service, representatives from each of which will 
be on hand for consultation. Another exhibit area will be devoted to publications of 
the Committee on Child Health. 

On the same aisle will be the entrance booth to the Employment Service Center— 
an Annual Meeting get-together service arranged for by APHA’s Vocational Counsel- 
ing and Employment Service, this year in cooperation with the Michigan Employment 
Security Commission. 
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How adequate are health services for children in public welfare programs? 
After examining this problem, the author of this paper concludes that 


while some states and localities have relatively satisfactory 


programs for children, far too many have done little 


or nothing. The implications of the findings for 


the future are clearly spelled out. 


CHILD HEALTH SERVICES IN PUBLIC 


WELFARE PROGRAMS 


Pearl Bierman, M.A., F.A.P.H.A. 


of pages have been filled 
in recent years with many more 
thousands of words about health care of 
the aged. The pros and cons of this or 
that method of financing such care have 
resounded in the halls of Congress, in 
the headquarters of the AFL-CIO and 
the American Medical Association, and 
in the nominating conventions of the 
two major political parties. But though 
there have been differences of opinion 
as to method, all seem to be agreed that 
a problem exists, that the federal govern- 
ment has a responsibility to help solve 
it, and that the states and localities can- 
not shoulder the total financial responsi- 
bility. Recent legislation has greatly 
increased federal financial participation 
in medical care for the needy aged, and 
pressures from many sources are being 
brought to bear on the states to move 
forward in this area. 

But where are the words, the concern, 
the dollars, the pressures, when the ques- 
tion of health services for needy and de- 
pendent children is raised? What are 
the areas of emphasis when our com- 
munities talk of government services for 
children and youth? We hear of 


illegitimacy in the Aid to Dependent 
Children program, of juvenile delin- 
quency, of the need for recreation and 
education programs. When prevention 
and treatment are discussed, these terms 
are applied not to health but to behavior 
which the community finds obnoxious. 
Health is an afterthought, not a priority, 
and many of the public programs for 
children reflect this. 

A review of public welfare policy and 
practice in the Aid to Dependent Chil- 
dren and Child Welfare Service pro- 
grams, to which this paper is limited, 
will demonstrate that far too many 
states provide little or none of the essen- 
tial health services required by all chil- 
dren, let alone those who have been 
deprived or who currently live on mini- 
mum or substandard incomes. 


Medical Care in Public 
Welfare Programs 


As background for consideration of 
the health aspects of public welfare 
programs for children, it should be 
recognized first that the quality, quan- 
tity, and effectiveness of medical care 
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in public welfare are the product of 
several factors: 


Agency Policy and Fiscal Ability to Fi- 
nance Medical Care—These are inextricably 
combined, although occasionally one finds 
well financed agencies or rich states which do 
little about medical care for the needy. 

Sound Medical Direction and Consultation 
—The need for competent medical administra- 
tive personnel cannot be overemphasized. 

The Caseworker’s Skill and Interest in Help- 
ing Families Make Appropriate Use of Health 
Services—The size of the caseload assigned to 
each worker, the medical and medical social 
consultation available to the staff, and the 
agency's philosophy concerning its responsi- 
bility to provide services, all have a direct 
effect on the way in which the caseworker 
carries out this part of his assignment. 

The Quality of Medical Care Available to 
All Persons Living in the Community—Im- 
portant here is the leadership role assumed 
by the health department in helping the com- 
munity to achieve a high quality level of 
medical care. In the APHA statement, “Pub- 
lic Health Role in Medical Care,” adopted by 
the Governing Council in 1959, it is stated: 
“The official public health department. . . 
should . . . exercise leadership and set pat- 
terns which will insure high quality of care 
in all endeavors concerned with the mainte- 
nance and promotion of health, the prevention 
and treatment of disease and disability, and 
rehabilitation for all segments of the popula- 
tion.” 


Aid to Dependent Children 
The Aid to Dependent Children pro- 


gram, authorized by federal legislation 
in 1935, is a federal-state program sup- 
porting children in their own homes or 
in the homes of relatives when these chil- 
dren are needy because of the absence, 
illness, or death of one or both parents. 
In the 25 years of Aid to Dependent 
Children there have been many changes 
in the program itself and in the kinds of 
families it helps. In the early years 
most ADC mothers were widowed and 
hence considered relatively respectable, 
even though dependent on public funds. 
As survivors’ benefits became effective 
under the OASI program many of these 
mothers left the assistance rolls. Others, 
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with a better educational background or 
with good work experience, found em- 
ployment and were able to maintain 
their families through their own efforts 
as jobs became available during and 
after the war. Now, another change is 
developing in the character of the ADC 
caseload as the families with a perma- 
nently and totally disabled parent under 
age 50 become eligible for disability in- 
surance benefits both for the disabled 
worker and his dependents. 

Who will be left on the ADC rolls? 
Will this make a difference in what the 
community will support in this pro- 
gram? Clearly, the children in homes 
broken by divorce, separation, or un- 
married parenthood will be by far the 
largest number benefiting from this as- 
sistance program. Even now the large 
numbers of illegitimate children helped 
by ADC have been considered a serious 
problem in many communities, leading 
to heavy attack on the program. Some 
of these attacks are based on the as- 
sumption that mothers deliberately bear 
illegitimate children in order to receive 
additional funds, an assumption not too 
well borne out as we examine the aver- 
age range of grants in ADC. 

For all jurisdictions in the United 
States, the average money grant per in- 
dividual receiving ADC was $27.51 in 
May, 1960.1 The range was from a low 
of $3.89 to a high of $46.17. Eleven 
states averaged less than $20 per person 
per month. Even in the highest grant 
state, the average money payment to an 
ADC family was less than $161, hardly 
a luxurious income even if all of it were 
available for shelter, food, and clothing. 

These figures on average grants are 
important to keep in mind, not only 
because of their effect on the general 
health of some of the children with 
whom this paper is concerned, but be- 
cause they indicate how little may be 
expected in some states in additional 
financing of medical care. 
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Medical Care in ADC 


Ten years ago the American Public 
Welfare Association, with the coopera- 
tion of 38 states, the District of Co- 
lumbia, and the territory of Alaska, 
made an intensive study of Aid to De- 
pendent Children. Even though the data 
then collected are now ten years old 
they are the most inclusive presently 
available. (APWA has recently started 
a similar study which will collect com- 
parable and additional data on children 
now supported by ADC.) 

Some of the facts on health status 
from the 1950 study are pertinent to 
this discussion :? 

Of the ADC children between one and five 


years of age 57 per cent had not had small- 
pox vaccination. School-age children between 
6 and 11 fared better, although 13 per cent 
were not protected against smallpox, while in 
the southeastern and southwestern regions of 
the country more than 20 per cent in this age 
group lacked such protection. 

In the group of ADC children between 6 
and 17 years of age, less than half had had 
dental care in the preceding 12 months, with 
the southeast and southwest again reporting 
considerably fewer. 

Untreated symptoms representing clearly 
unmet medical needs were reported by the 
parent for about 10 per cent of the ADC 
children under 18. The rate was somewhat 
higher in the more rural regions of the 
country. These were conditions such as poor 
vision, persistent headaches, persistent skin 
rashes or itching, fainting spells, convulsions, 
repeated or prolonged pains in the stomach 
or abdomen, persistent joint pains, running 
ear, persistent cough, and open or running 
sores. 

For the ADC children between the ages of 
one and five, data on well-child examinations 
during the first year of life showed that 56 
per cent had not had as many as four ex- 
aminations. Again, practice in this regard 
in some regions of the country, especially the 
southeast and southwest, appears much less 
adequate than in others. 


While we do not yet have similar data 
for the current ADC caseload, examina- 
tion of state medical care provisions in 
the ADC program will give an indica- 
tion of what is available for treatment of 


illness and disability, although it will 
not tell us what preventive and well- 
child health services the country’s com- 
munities provide to these families. 

According to a report*® by the Federal 
Bureau of Public Assistance, based on 
information available in June, 1960, 
medical vendor payments from assist- 
ance funds in behalf of ADC parents 
and children covered essential medical 
care and related services in less than 
20 states. In the remaining states, medi- 
cal care thus financed included partial 
coverage of essential requirements or 
none at all. There were several addi- 
tional jurisdictions in which it was re- 
ported that community facilities or pub- 
lic health administered programs not 
financed by public assistance provided 
additional service which added up to a 
reasonable scope of health care. There 
is no way of measuring the adequacy of 
these additional services and it should 
be recognized, too, that even in some of 
the states that define the scope of their 
programs rather broadly there are such 
limitations as fee schedules, ceilings on 
quantity of service, and other adminis- 
trative regulations which affect quite 
directly the quantity and quality of 
care provided through the program. 

A look at the average medical vendor 
payment expenditure per ADC family 
for May, 1960, is enlightening. The na- 
tional average was $1.70 per ADC 
family per month. In the ten states with 
the highest average medical vendor pay- 
ments, which had fairly comprehensive 
medical assistance programs, the range 
of monthly expenditures was from $4.01 
to $6.58. Of the 11 states earlier men- 
tioned as having the lowest money pay- 
ments, two made no vendor payments or 
other provision for medical care, vendor 
payments in seven ranged from one cent 
to 78 cents and in two, government hos- 
pitals and clinics were said to provide 
care. 

What happens in the states that do 
not have adequate ADC medical assist- 
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ance programs financed through vendor 
payments? As previously mentioned, in 
a few it is reported that certain public 
community facilities and services pro- 
vide care but it is not always known 
how adequate such care is in quantity 
or quality. There were 17 states re- 
porting in June, 1960, that they made no 
vendor payments for health service in 
ADC, but that to the extent possible al- 
lowances for medical costs were made in 
the money payments to ADC families. 
Of these 17 states using the money pay- 
ment to finance medical care, six had 
maximums on the grant to a single 
family, no matter what its size, of $150 
or less per month. A number of others 
had maximums related to the number of 
individuals in the family so that there 
might, for example, be a monthly ceil- 
ing such as $31 for the parent, $31 for 
the first child, and $22 for each of the 
additional children, no matter what the 
family’s need might be. Five additional 
states in this group of 17 reported no 
ceilings on ADC grants to families, but 
in three of these the standards of assist- 
ance for maintenance and allowances 
for medical care were so low that the 
state’s average expenditure for these 
items was far below that of the nation.‘ 


Other Factors in ADC Medical Care 


But the lack of financing is only one 
of the problems confronting the case- 
worker who wants to help an ADC 
mother and her children receive ade- 
quate health care. Many applications 
for Aid to Dependent Children are 
made just before or just after the birth 
of a child. The mother comes to the 
agency without adequate prenatal care 
and planning for delivery. Often emer- 
gency arrangements must be made. The 
health of both the mother and the child 
suffers accordingly. 

The race of the family may limit 
sharply the services and facilities avail- 


able. The neighborhood in which the 
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family lives, with poorly trained physi- 
cians the only ones available to give 
care, has a direct effect—and this is 
particularly found in certain urban 
areas where minority groups are subject 
to both poor housing and poor medical 
service. Often the mother is unable to 
make use of clinic care even when good 
quality and quantity of such service 
are available; there are other children 
to be cared for and she has the choice 
of leaving them alone, since she is 
usually not able to make arrangements 
for their care in her absence, or drag- 
ging them with her to the clinic, which 
neither she nor the clinic finds satis- 
factory. Lack of proper clothing may 
also hinder use of clinic services. 

Finally, this is a particularly and 
unusually disadvantaged group, in need 
of special health education, nutrition 
counseling, and other services available 
from health departments in limited 
quantity and rarely on the specialized 
basis needed by these families. 


Child Welfare Services 


It is not as easy to apply an objective 
measurement to the adequacy of public 
child welfare service programs or to the 
health services provided through them. 
This may be one reason, although there 
are also positive ones, for concluding 
that children are better served, health- 
wise, by this program. 

The report of the Advisory Council on 
Child Welfare Services, submitted to the 
Department of Health, Education, and 
Welfare in December, 1959, listed the 
following as major child welfare serv- 
ices :5 

1. Social services to a child or youth in his 
own home, including casework with him or 
his parents dealing with problems of be- 
havior, emotional and _ social adjustment, 
parent-child relationships, physical or mental 
handicap, delinquent behavior, or conflict 
with the law. 

2. Social services to neglected, abused, or 
exploited children, frequently called “protec- 
tive service.” 


3. Social services to unmarried mothers and 
their babies. 

4. Homemaker service. 

5. Foster care, defined as full-time care in 
family homes, institutions, or other group care 
facilities either on a temporary or long-term 
basis. 

6. Adoption service. 

7. Day care services. 


Provision of all these children’s serv- 
ices is one of the tests of any public 
child welfare program. Just as lack of 
some essential health services can cause 
overutilization of others, lack of one 
child welfare service can lead to actual 
misuse of another. Foster care is an ex- 
ample. Study after study, in communi- 
ties scattered over the nation, has re- 
vealed that many children in foster care 
could have remained in their own homes 
had casework, health care, homemaker, 
or day care services been available prior 
to foster care placement. Serving a 
child adequately in his own home may 
cost the community less in the long run 
than placing him in foster care. Yet, 
three-fourths of all public child welfare 
expenditures reported annually to the 
Children’s Bureau by state and _ local 
public welfare agencies are for the cost 
of foster care, exclusive of expenditures 
for public child care institutions. 

In about half the counties in the 
United States the services of a full-time 
public child welfare worker are not 
available, even under multicounty 
arrangements that spread services over 
several counties. The uncovered counties, 
containing a fourth of the nation’s chil- 
dren, are mainly rural. Public welfare 
services to children, therefore, often are 
rendered by “general welfare workers” 
who give part time to child welfare and 
part time to the public essistance pro- 
grams. Under such circumstances serv- 
ice to children frequently is given only 
in emergencies and in crises. 

The financing of public child welfare 
services is shared by all levels of govern- 
ment. All states expend state funds, all 
participate in the federal grant-in-aid 


program, and a large majority also use 
local funds. Obviously, from the facts 
already cited on coverage, even this 
combination of resources is not sufficient. 

There is no central compilation of the 
kind and cost of the health services re- 
ceived by the children benefiting from 
the child welfare service programs that 
do exist. We know, however, that it is 
generally only in foster care, using the 
term as broadly as previously defined, 
that health services are financed from 
child welfare funds, and that even in 
this program health care is sometimes 
not adequate. When health services are 
so provided, they generally include both 
preventive and treatment services, and 
the caseworker, with a much smaller 
caseload than in ADC, is able to give 
more attention to planning for appro- 
priate care. 


Selected State Programs 


So far, we have been looking pri- 
marily at the negatives in public welfare 
medical programs affecting children. 
There are many positive aspects, how- 
ever, in the states that finance compre- 
hensive medical assistance programs in 
Aid to Dependent Children and foster 
care. Reports from selected state 
agencies, all with comprehensive pro- 
grams appropriately staffed with physi- 
cians and medical social workers, pro- 
vide examples of special efforts and 
studies. Time, unfortunately, does not 
permit even a brief summary of all the 
reports received. 

New York, one of the states with a 
well administered comprehensive pro- 
gram of medical care in all the public 
assistance categories and for children in 
foster care, is also the locale of some of 
the few studies which have been made 
on utilization of child health services. 
An unpublished study of such utilization 
in Middletown, N. Y., gives some in- 
teresting information on this subject.® 

In the foster care program, the state 
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welfare agency had well defined stand- 
ards, based on accepted pediatric prac- 
tice, for frequency and kind of preven- 
tive services, and the practice of the 
local welfare department was in sub- 
stantial compliance with these state 
standards. The study determined, how- 
ever, that physicians were following 
habit patterns of neglecting to perform 
and/or record certain parts of the physi- 
cal examination; for example, less than 
one-fourth of the initial physical ex- 
aminations and only 35 per cent of the 
periodic examinations were complete. 

The reported utilization of immuniza- 
tions, as well as the initial and periodic 
dental examinations recorded for chil- 
dren in foster care, presented a less 
favorable picture than the frequency of 
physical examinations. In contrast, the 
local welfare department carried out 
treatment recommendations with un- 
usual rapidity, with almost one-half 
arranged for within one week of re- 
ferral, and two-thirds within less than 
one month of referral. 

The ADC and General Assistance 
records, on the other hand, did not show 
the full extent to which families made 
use of community child health services. 
Unless the parent reported this to the 
caseworker, it was not recorded. Data 
on immunization and periodic examina- 
tions, therefore, were not available. It 
appeared that caseworkers generally had 
not assumed responsibility for educat- 
ing public assistance families concern- 
ing the objectives of child health serv- 
ices. Since the time of this study, the 
New York State Department of Social 
Welfare has issued detailed and specific 
policy on the agency’s and caseworker’s 
responsibility for this and related serv- 
ices in both foster care and public assist- 
ance. 

Despite the fact that meager informa- 
tion existed in the ADC case records 
with respect to preventive child health 
services, there was evidence of the case- 
worker’s interest in the health and gen- 
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eral well-being of children. One of the 
needs pointed out as a result of the 
study was that of nutrition consultation 
to caseworkers on an individual case 
basis as needed and nutrition inservice 
education to the casework staff gen- 
erally. 

Another New York State study, done 
in Syracuse, evaluated both knowledge 
and utilization of health resources by 
ADC families.’ The study report points 
out that although caseworkers were men- 
tioned by ADC families as a significantly 
large source of health information, the 
local welfare department did not utilize 
health tducation literature nor did the 
inservice training of caseworkers orient 
them to health education. 

This study used for comparison a 
group of industrial middle-income fami- 
lies. It was found that ADC families 
had considerably more knowledge of im- 
munization, maternity, chest, well-baby, 
dental, and psychiatric clinics than did 
the comparative group, but that receipt 
of child health supervision was lower 
in the ADC families. Only one-third 
of the ADC families had family physi- 
cians, compared to two-thirds of the in- 
dustrial middle-income families, even 
though the ADC group used a larger 
volume of physicians’ services. 

The Illinois Public Aid Commission, 
although providing comprehensive treat- 
ment services in ADC, does not finance 
immunization and preventive services 
through public assistance funds. This 
state agency has long emphasized, how- 
ever, the caseworker’s and the local wel- 
fare department’s responsibility for help- 
ing families to use appropriately all re- 
sources in the community as well as all 
health services provided by the agency. 
In 1955, when poliomyelitis vaccine first 
became available free from the State 
Department of Public Health for the im- 
munization of children in the priority 
age group, the agency faced the problem 
of assuring that ADC children would 
receive poliomyelitis vaccine injections. 
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The agency called upon its State Medi- 
cal Advisory Committee, which sent a 
letter to each County Medical Advisory 
Committee requesting that the local com- 
mittee take responsibility, if there was 
no full-time health department serving 
the county, for making a plan for the 
vaccination of all children in ADC and 
General Assistance families. The Coun- 
cil of the State Medical Society was also 
asked to send a letter to all County 
Medical Societies requesting that physi- 
cian members give their full cooperation. 
Each county department in the state pre- 
pared a list of all eligible children be- 
tween the ages of 5 and 14 and sub- 
mitted it to the County Medical Society 
so that service could be arranged. Dur- 
ing the current year the state agency 
has again called on its State Medical 
Advisory Committee and the Illinois 
Medical Society to assist in setting up 
planned programs for immunization 
against polio and other diseases for chil- 
dren unable to pay for preventive medi- 
cal care. 

In Connecticut, the State Welfare De- 
partment’s comprehensive medical assist- 
ance program has several aspects of par- 
ticular interest. The dental service pro- 
gram permits two complete examina- 
tions, including prophylaxis, per year, 
with x-rays when necessary to clarify 
diagnosis. Although this service is not 
required for ADC children, as it is for 
children in foster care, it is encouraged. 
The agency also provides orthodontia 
after an evaluation of clinical evidence 
and social and psychological factors. In 
the area of immunizations the public 
assistance worker has specific responsi- 
bility for identifying the need for these 
preventive services and helping the 
parent secure them for the children. 
Frequently these are available as a free 
service from community agencies, but 
when such facilities are unavailable or 
their use impracticable the State Wel- 
fare Department pays for immuniza- 
tions by the patient’s personal physician. 


Rhode Island, another state with a 
comprehensive medical assistance pro- 
gram, encourages the use of and pays 
for primary preventive medicine pro- 
cedures such as immunizations and for 
secondary preventive medicine proce- 
dures such as well-baby checkups, pre- 
school physicals, and precamp physicals. 
As a matter of philosophy, the agency 
believes that the state and local depart- 
ments of health should make their serv- 
ices available to anyone, but has found 
it necessary to provide these preventive 
services from assistance funds because 
discriminatory practices have been es- 
tablished with respect to assistance re- 
cipients. For example, the agency has 
had to pay for gamma globulin for con- 
tacts of infectious hepatitis, for pregnant 
women exposed to German measles, and 
for unimmunized contacts of poliomyeli- 
tis. The health department makes these 
medications available to anyone except 
a public assistance recipient, explaining 
that public health funds are limited and 
that the recipient has available to him 
adequate resources for financing of 
health services. 

The Rhode Island Department of 
Social Welfare has established many 
special relationships and plans which 
help assistance families to make the best 
possible use of all appropriate health 
services. For example, caseworkers are 
regularly kept informed by the medical 
unit of diagnoses with strong social im- 
plications. In another example, a special 
agency activity provided for the inclu- 
sion, with the August, 1960, assistance 
checks to ADC families, of a question- 
naire designed to obtain some measure 
of the number of immunizations against 
poliomyelitis received by each member 
of these families. The completed ques- 
tionnaires were distributed to the case- 
workers, who were instructed to discuss 
with the parent or guardian any incom- 
plete series of injections listed for each 
person and to assist the family in obtain- 
ing necessary immunizations from any 
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of the many polio clinics established in 
the various communities throughout the 
state. In the rare instances where such 
clinics were not available the recipients 
were to be urged to seek these injections 
from their family physician at agency 
expense. It might be questioned whether 
follow-up on this information, even 
though obtained by the welfare depart- 
ment, should not have been made by 
public health nurses. Knowing the size 
of public assistance caseloads, one as- 
sumes it was not the agency’s choice to 
use their own caseworkers rather than 
public health nurses, but rather that the 
services of the latter could not be sup- 
plied in sufficient quantity. 

A brief description of a program 
in a local community, in a state which 
accepts no financial responsibility for 
health services for public assistance 
recipients, indicates what the agency 
with interest and ingenuity can accom- 
plish even though funds are lacking. 
The Fulton County Department of Pub- 
lic Welfare in Atlanta, Ga., developed 
a plan in 1958, with the advice of the 
health department, for a Child Health 
Census.* The purposes of the census 
were: (1) to identify systematically ap- 
parent health defects of ADC children; 
(2) to make appropriate referrals for 
proper health and medical care; (3) to 
encourage parents to follow through 
upon these referrals; and (4) to make 
a repeat census to determine what im- 
provement or degeneration in health 
conditions had occurred. 

The census achieved these objectives 
and further resulted in training the case- 
work staff with respect to the signifi- 
cance of reported health problems. The 
methodology of the census, which is 
essentially a health questionnaire phrased 
in lay language—even in the vernacular 
at times—is now used routinely with all 
ADC families, and has resulted in in- 
creasingly appropriate use of all avail- 
able community health resources. 
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A Matter of Philosophy 


Where are we, then, in health super- 
vision and medical care for children re- 
ceiving assistance and service in the 
public welfare programs? The facts and 
figures considered indicate that far too 
few states have assumed their full re- 
sponsibility for financing these services 
either through public health or public 
welfare. We also find, however, that 
some states have given special attention 
to this matter. 

There are several questions to be con- 
sidered in determining the directions 


which should be taken. 


1. Should the care financed for children 
who are deprived of either financial support 
or care from their own families be better, par- 
ticularly in quality, than that available to and 
received by most other children in the com- 
munity? 

2. From a realistic viewpoint, can such care 
be better Are there services of this higher 
level actually available in the community? 

3. What is the welfare department’s re- 
sponsibility beyond the framework of a good 
program, well financed and with staff re- 
sponsibility clearly indicated and _ imple- 
mented? In foster care the agency serves in 
loco parentis. In Aid to Dependent Chil- 
dren, however, the agency has a different 
function. The parent has primary responsi- 
bility for the health of his children, and must 
be treated as the responsible and determining 
agent. The services provided by the agency 
may be educational or of a counseling nature, 
but they cannot direct the parent in what he 
must do in order to receive ADC. 

4. What about the health department? 
Mention has already been made of the health 
department's responsibility to help the com- 
munity achieve a quality level of health serv- 
ices. This may include coordination of ex- 
isting services, taking steps to assure that 
necessary facilities are available, and provid- 
ing special health department services in 
health education and nutrition. Whether the 
health department should be the administra- 
tive agency for a public medical care pro- 
gram cannot be answered with a categorical 
yes or no. This depends largely on the com- 
munity, on the traditions in the community 
and the state, on the health department's 
interest, and on the fiscal picture. 

Administration, however, is not the only 
way in which the health department can give 
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specific help. Consultation to the welfare de- 
partment, both as to over-all program and 
on individual cases, can be a highly useful 
service. Generally, health departments have 
not accepted their full responsibility for this. 
Good medical administrators are rare and wel- 
fare department programs often suffer because 
needed qualified medical care personnel is 
not available. 


As already pointed out, 1960 was a 
legislative year in which some progress 
was made in financing health services 
for the aged, at least for those who can 
be determined as being in need of assist- 
ance from public funds. Many were the 
voices raised to describe the needs of 
the aged and to urge that something be 
done by the federal government. Who, 
except the welfare administrator and the 
social worker, has gone before Congres- 
sional committees or state legislative 
bodies to carry a similar banner for the 
many needy and dependent children 
who rely on the public welfare pro- 
grams? These are our future citizens. 


Who will see that they are fed. clothed. 
and kept healthy? 
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The importance of coordinating health services of low income families 


is stressed by the author. In the following paper he describes the 


problem in California and recommends widespread 


experimentation with “‘one-door polygamy.” 


CHALLENGES IN CALIFORNIA'S PUBLIC HEALTH 


MEDICAL CARE FOR CHILDREN 


Leslie Corsa, Jr., M.D., F.A.P.H.A. 


N NO OTHER field are we more divided 
| and disorganized than in public pro- 
vision of medical care for socially and 
economically disadvantaged children and 
their families. Over the past thirty years, 
our society has developed an_ extra- 
ordinary patchwork quilt of both tax- 
supported and voluntary programs of 
certain kinds of medical care for certain 
kinds of children but the quilt has al- 
ways been without a design and scattered 
with holes. Nowhere is there a real com- 
munity program of comprehensive medi- 
cal care for all children. Despite popula- 
tion growth we are approaching the 
point where we have enough material to 
make one good quilt and need to think 
seriously about what the best designs 
might be. 

With this in mind, California repre- 
sentatives of several state and local pro- 
grams and of several professional or- 
ganizations have been discussing this 
problem periodically for the past year 
and a half and conducting pilot studies 
of various aspects of public medical care 
for children in our state. Much of what 
is reported here has come from these 
deliberations and studies. 

Some idea of the complexity of the 
present quilt can be gained by looking 
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briefly at the variety in size, shape, and 
shading of the principal tax-supported 
patches in California. Table 1 shows 
that we are spending at least $50 million 
a year of tax funds for medical care for 
persons under 18 years of age in a num- 
ber of different programs. Precise data 
on costs of these programs for children 
are rarely available, most of the figures 
being best available estimates. About the 
only thing these programs have in com- 
mon is their financing from tax funds. 
Look at any other characteristic and you 
see disparity. 

Look at the source of tax funds. The 
federal-state-local patterns are all differ- 
ent. 

Look at the agency administering the 
program. You find a mixture of local, 
state, and federal agencies among whom 
there is usually little intercommunica- 
tion about medical care. 

Look at who is eligible. Each patch 
differs in terms of child’s age, of occu- 
pation or economic status of the child’s 
family, of geographic residence of the 
child. In most patches there are further 
significant variations by political sub- 
divisions within the state. None are 
available to all children in a given com- 
munity. One noteworthy distinction in 
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Table 1—Principal Tax-Supported Medical Care for Children (Under 18) 


—California, 1958 


Agency 


(Million $) 


Estimated 
Annual Cost 


Tax Sources 


County hospitals* 

Public schools* 

Hospitals for retarded 

Health departments* 

Welfare departments* 

Defense department (dependents) 
Community mental health* 


16.5 County 
10.0 School district 
10.0 State 
8.1 Federal-state-local 
6.0 Federal-state 
5.5 Federal 
13 State-local 


* Locally administered; providing care primarily for low income groups. 


eligibility is made on the basis of kind 
of service provided. The legal and eco- 
nomic restrictions on who receive tax- 
supported curative medical care are far 
greater than on who receive preventive 
medical care. 

Look at what medical care is pro- 
vided. Here the fragmentation is per- 
haps most acute of all. Comprehensive 
care is provided by none, with the possi- 
ble exception of some localized military 
dependents’ services. Despite all the nice 
talk about continuity of care, we make 
it virtually impossible for any of the 
groups of children served. The division 
of preventive and therapeutic medicine 
is particularly fixed administratively. 

Look at how these services are pro- 
vided. Here the variations can be re- 
duced to two principal ones. About two- 
thirds of the tax dollars provide care 
primarily through separate government 
facilities and personnel. The remaining 
third pays for provision of service 
through private facilities and personnel, 
each program with its own standards of 
care and fees. 

Our attention here is focused on medi- 
cal care for children of low income fami- 
lies; particularly those in families whose 
low income is provided by government 
through welfare programs. In California, 
this means focusing, for example, on the 


one infant in eight who is born in a 
county hospital or the one child in 25 
who is in the Aid to Needy Children 
(ANC) program. These are sizable 
populations of 43,995 babies in 1958 and 
of 157,698 ANC children in January, 
1958. They are doubling in size about 
every twenty years in California but 
only because the child population is 
increasing that rapidly. The percentage 
of California children in each has not 
changed significantly during the last 
decade. 

The principal patches upon which 
these families rely for medical care are 
starred in Table 1. They are all pro- 
grams which have developed almost in- 
dependently in most areas of California 
at different times and for different pur- 
poses. One of the early decisions of our 
committee in California was to study the 
interrelationships of these programs and 
the use of medical care by low income 
groups, beginning with a pilot study in 
one county. Santa Clara County was 
selected because it had good programs 
and because there were considerable 
local interest and related studies evident 
already. Representatives of all agencies 
concerned participated actively in the 
planning and conduct of the fact-finding. 
Out of initial visits with many people in 
the two local health departments, county 
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hospital, county welfare department, 
county schools office, county probation 
department, several local school districts, 
and the Naval dispensary, several facts 
emerged which our less detailed knowl- 
edge of other areas indicates are not 
unique to Santa Clara County. 

1. The annual cost of tax-supported medical 
care for children in this county which in- 
cludes 4 per cent of California’s population 
is approximately three and one-third million 
dollars. 

2. Comprehensive joint planning and ad- 
ministrative coordination of the various pro- 
grams of medical care rarely occurred. 

3. Little useful information about utilization 
of or need for medical care by selected fami- 
lies or population groups was known or was 
likely to be obtained by reviewing the case 
records of these programs. 

4. Several important service gaps were well 
known, including those for diagnostic and 
therapeutic medical care in the rural (south- 
ern) part of the county, for health supervi- 
sion of children aged two through six, and 
for dental care of older children. 


It is one thing to look at these facts 
from various professional points of view 
but we wanted also to look at them from 
the viewpoint of a parent with low in- 
come. We accepted the difficulties of 
doing this but we did decide to talk 
to parents and to listen to what they 
told us. We wanted to find out what 
medical care low income families used, 
what problems they encountered in ob- 
taining care, and. what medical care 
they needed. First, a 4 per cent repre- 
sentative sample of 119 families on ANC 
in January, 1959, was selected and in- 
terviewed at home in August, 1959. 
Because of their mobility, 22 were never 
located. Seven ANC families were living 
at former addresses of the original sam- 
ple and were interviewed and included 
in the final sample for analysis which 
numbered 104 families. 

Three hundred and seventy-four per- 
sons under age 18 lived in these families 
but 18 per cent of the children were not 
on ANC. These families are, by defini- 


tion, atypical of families in the commu- 
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nities in which they live. They are not 
only near the bottom of the economic 
ladder but are likely to include many 
children, to have only one parent, to be 
of Mexican background, to speak both 
English and Spanish, to live in urban 
areas, to move frequently, and to live 
in poor housing. By virtue of remar- 
riages, they include many children who 
are not in the ANC program in addition 
to the majority who are and they become 
involved in changes of family name 
which add to difficulties of identification. 
Extramarital pregnancies, multiple fami- 
lies in one household, and presence of 
relatives further complicate family com- 
position. A significant number move on 
and off the ANC rolls. 

Need for certain kinds of medical 
care, largely preventive, is universal 
and utilization can be evaluated relative 
to existing professional standards. Four 
such services were used as indexes for 
the utilization of preventive care by these 
families (Table 2). Almost two-thirds 
had not had a checkup by a physician 
in the previous year and three-quarters 
had not visited a dentist. Sixty per cent 
of the school children were not ade- 
quately protected against poliomyelitis. 
Three-fourths of the mothers had not 
received any prenatal care in the first 
trimester of the pregnancies of children 
now under three years of age. One-third 
of the families had never had a physician 
checkup for any well child since birth 
and one-half of the families had never 
had dental care for any child. Fifty- 
eight per cent of the children under 
three years had been born at the Santa 
Clara County Hospital and hence were 
automatically known to at least three 
agencies. There can be no question that 
the children of families on the ANC 
program in Santa Clara County were 
poorly protected by preventive health 
services. 

Need for other kinds of medical care 
—diagnosis, treatment, rehabilitation— 
depends upon the frequencies of various 
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Table 2—Utilization of Preventive Services by ANC Families—Santa 
Clara County, 1959 


Years of Age 


Under 
%2 35 6-12 13-17 


Number of children 

Per cent with a physician checkup 
past year 

Per cent with three polio shots 

Per cent with dental care past year 

Per cent whose mothers had prenatal 
care in first trimester 


kinds of ill health they are intended to 
identify and correct. Precise estimates 
of these frequencies were not attempted 
in this survey. Information was obtained 
on the sources of medical care actually 
utilized by these families for illnesses or 
injuries they recalled during the past 
year, on sources of medical care usually 
utilized, and on problems encountered 
in obtaining care. The variety of sources 
of medical care used by ANC families 
in Santa Clara County is shown in 
Table 3. Almost half of medical contacts 
were with private physicians, about one- 
quarter with the county hospital, and 
about one-eighth with the health depart- 
ment. Some of the private services were 
financed directly by the families them- 
selves, and not by tax-supported pro- 
grams. The problem of trying to figure 
out which source of care to go to with 
a particular child with a particular ill- 
ness appeared to be a real one for many 
of these families. By and large they were 
able to figure out how to obtain care for 
acute conditions but tended to have seri- 
ous problems in obtaining adequate care 
for chronic illnesses. 

Similar interviews with similar medi- 
cal care findings were carried out during 
the winter of 1960 on 80 families with 
a mother who had recently delivered a 
baby at the Santa Clara County Hospi- 
tal without known prenatal care. 


24 42 72 134 102 


We could go on with similar studies 
but these seem sufficient to document the 
fact that medical care for low-income 
families, such as those on Aid to Needy 
Children, is fragmented, uncoordinated, 
and inadequately utilized. What can we 
do to improve it? My own view is that 
the time has come for elimination of 
the present double standard of medical 
care for children—one for those who 
can afford to pay and another, usually 
lower, for those who cannot and for 
widespread experimentation with “one- 
door polygamy.” We need whatever 
marriages of existing programs of medi- 
cal care for children are necessary to 
form a single functional community med- 
ical care program which takes care of 
all medically indigent, automatically in- 
cluding those who are dependent on gov- 
ernment welfare funds for income. Such 
a program should use qualified private 
services such as physicians, clinics, hos- 
pitals, and laboratories to the fullest, 
complementing them with government 
facilities and staff where necessary. It 
should result in closure of many present 
gaps in services, such as preventive 
services for preschool children and ado- 
lescents, diagnostic services, dental care, 
home care (including nursing and home- 
maker service), better screening pro- 
grams for early detection of abnormali- 
ties, and real continuity of care, 
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Table 3—Child Medical or Dental Con- 
tacts Recalled During Past Year by 
ANC Families—Santa Clara County, 


1959 
Children Children 
on ANC off ANC 
(295) (79) 
Medical Contacts: 
County Hospital 
Inpatient 23 6 
Outpatient and 
emergency 84 8 
First Aid Station 6 1 
Health Department 
Child health 
conference 46 6 
Crippled children 
services 2 4 
Public health 
nursing 2 0 
Private Physician 161 53 
Private Hospital 8 9 
School 14 4 
Chiropractor 0 1 
Dental Contacts: 
County Hospital 0 3 
Health Department 0 5 
School 1 
Private Dentist 94 6 


Note: A contact is service by a given source for a 
given illness, injury, or newborn or preventive care. 


particularly for long-term _ illnesses, 
through clear assignment of administra- 
tive and professional responsibilities, 
team work of personnel, and common 
records, 

It should also lead to real coordina- 
tion of health and welfare services to 
combat the whole range of physical, 
mental, and social problems that plague 
poor families, whether they are on wel- 
fare or on the edge of it. It should 
relieve public schools of some of their 
present difficult medical care responsi- 
bilities by insuring good care for all 
children. It is not going to happen 
everywhere in California tomorrow, but 
trends in this direction are already dis- 
cernible in several of our counties. Mean- 
while, many less dramatic and less com- 
plete improvements in coordination of 
existing programs could be accomplished 
overnight following application of a 


slight touch of leadership. The chal- 


lenge is everywhere now. Is_ public 
health going to accept it? 
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This annotated bibliography illustrates the current status of knowledge 
concerning care for children whose families obtain assistance through 
public programs. The period covered is essentially from 1950 to 

1960, thus providing the background for the preceding papers. 


HEALTH SUPERVISION AND MEDICAL CARE FOR 


CHILDREN SERVED BY PUBLIC 


WELFARE AGENCIES 


AN ANNOTATED BIBLIOGRAPHY 


Julia Attwood, M.P.H., and S. J. Axelrod, M.D., F.A.P.H.A. 


|. Introduction 


RE CHILDREN who are the respon- 
A sinitity of public agencies receiving 
adequate health care? If not, what is 
the nature of the deficiencies and how 
may they be corrected? These are some 
of the questions raised by the Liaison 
Committee of the Medical Care and 
Maternal and Child Health Sections 
of the American Public Health Asso- 
ciation which was established in 1959. 
As part of its initial consideration of 
the problem, the Joint Committee re- 
quested that the literature be reviewed 
and that this bibliography be compiled 
in order to illuminate the current 
status of knowledge about the care 
being received or available to children 
whose families are obtaining assistance 
through public programs. 

The public, through its local, state, 
and federal governments, has accepted 
responsibility for promoting the health 
of children in many ways, as in, for 
example, well baby clinics and the 
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Crippled Children’s, maternal and child 
health, and school health programs. So, 
too, the public acknowledges concern 
for certain groups of children such as 
juvenile delinquents, children in insti- 
tutions, and children who are served 
by the public and private welfare 
agencies. 

Although all these programs con- 
tribute to the health and well-being of 
children, it has been necessary to limit 
the subject matter of this bibliography 
to the health supervision and medical 
care provided for children through the 
Aid to Dependent Children and Child 
Welfare Programs. 

The Aid to Dependent Children Pro- 
gram is a federal categorical assistance 
program through which grants are 
made to states to pay part of the costs 
of aiding children of needy families 
in which either one or both of the 
parents is dead, absent, or incapaci- 
tated. This assistance enables the chil- 
dren of these families to be raised in 
their own homes or in the homes of 
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close relatives. The program is pri- 
marily one of cash assistance to help 
the needy families meet their basic 
living costs. In general the money 
must be given to the families although, 
in the case of medical care, the pay- 
ments may be made directly to the 
persons providing the services. 

The Child Welfare Program, also a 
federal grants-in-aid program, is one 
which provides service rather than cash 
income. Through this program, fed- 
eral funds are paid to state welfare 
agencies which, with these and _ state 
matching funds, provide services to chil- 
dren who are dependent, homeless, 
neglected, or potentially delinquent. No 
money is paid directly to the parents, 
foster parents, or children under this 
provision. 

Both programs operate within the 
context of the Social Security Act. Dis- 
cussions of this act may be found in 
the following references: 


American Public Welfare Association. ADC: 
Problem and Promise, by Kathryn D. Good- 
win, Peter Kasius, Justine Fixel and Kermit 
T. Wiltse. Chicago, Ill.: The Association, nd. 

The Children’s Titles in the Social Security 
Act. 1. Origin of the Social Welfare Provi- 
sions, by Katharine F. Lenroot; 2. The 
Growth of Public Child Welfare Services, 
by Mildred Arnold; 3. Origins and Develop- 
ment of the Health Services, by Martha M. 
Eliot; 4. Health Services—Accomplishments 
and Outlook, by Arthur J. Lesser. Children 
7:127-149 (July-Aug.), 1960. 

Cohen, Wilbur J. The First Twenty-Five Years 
of the Social Security Act, 1935-1960. In 
Social Work Year Book, 1960. New York, 
N. Y.: National Association of Social Work- 
ers, 1960, pp. 49-62. 

Goodwin, Kathryn D. Twenty-Five Years of 
Public Assistance. Social Security Bull. 
23:31-39 (Aug.), 1960. 

Oettinger, Katherine B. Title V of the Social 
Security Act: What It Has Meant to Chil- 
dren. Social Security Bull. 23:39-50 
(Aug.), 1960. 

U. S. Senate, Advisory Council on Public As- 
sistance. Report of the Advisory Council on 
Public Assistance Containing Findings and 
Recommendations. Washington, D. C.: Gov. 
Ptg. Office, 1960. 

U. S. Social Security Administration. Social 
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Security in the United States. Washington, 
D. C.: Gov. Ptg. Office, 1959. 


Besides the limitation placed upon 
the subject matter of the bibliography, 
the listing is further restricted to ma- 
terials which are generally available 
and, in most instances, were published 
after 1950. 

The search of the literature which 
resulted in this bibliography revealed 
several interesting facts. While many 
reports of the medical care received 
by recipients of the Aid to Dependent 
Children programs have been published, 
unfortunately they often make no dis- 
tinction between the services provided 
to ADC child recipients and ADC adult 
recipients. Consequently these reports 
add little to the knowledge of the 
amount and type of medical care re- 
ceived by the children themselves. Only 
those publications which specifically re- 
port the services provided to ADC chil- 
dren or the Child Welfare population 
are included in this bibliography. 
Bibliographic references dealing with 
the services provided to the total ADC 
population or to the administration of 
public assistance medical care programs 
in general may be found in: 

Axelrod, S. J. Public Assistance Medical 

Care: Areas of Needed Research and an 


Annotated Bibliography. Chicago, IIL: 
American Public Welfare Association, 1959. 


Second, there is a dearth of published 
material on the medical care available 
to Child Welfare recipients. It does 
not necessarily follow that the health 
of these children is being neglected. 
As a matter of fact, a review of policy 
and procedure manuals of the Child 
Welfare agencies might suggest that 
reasonably adequate provisions have 
been made for their medical care, in 
part by the provision of these services 
through other public sources, such as 
the maternal and child health program 
of a local health department, or through 
private sources, such as local physicians, 


dentists, or clinics. But, although such 
care may be provided, adequate infor- 
mation is lacking on the amount or 
type of services needed, available, or 
received by these children. 

There are several references which 
provide comparative data for children 
served by the Aid to Dependent Chil- 
dren and Child Welfare Programs on 
the one hand and the general child 
population on the other. For the char- 
acteristics of the general child popula- 
tion a useful source of information is: 
Interdepartmental Committee on Children and 

Youth. Children in a Changing World: A 

Book of Charts. Washington, D. C.: White 


House Conference on Children and Youth, 
1960. 


For the medical care received by the 
general child population, the U. S. Na- 
tional Health Survey reports are help- 
ful. Particularly relevant are the fol- 
lowing: 


U. S. National Health Survey. Children and 
Youth: Selected Health Characteristics, 
United States, July, 1957-June, 1958 
(Series C-1). Washington, D. C.: Gov. Ptg. 
Office, 1959. 

—. Hospitalization: Patients Dis- 
charged from Short-Stay Hospitals, United 
States, June, 1957-June, 1958 (Series B-7). 
Washington, D. C.: Gov. Ptg. Office, 1958. 

U. S. Preliminary Report on Volume of 
Dental Care, United States, July-September, 
1957 (Series B-2). Washington, D. C.: Gov. 
Ptg. Office, 1958. 

—___—. Preliminary Report on Volume 
of Physician Visits, United States, July- 
September, 1957 (Series B-1). Washington, 
D. C.: Gov. Ptg. Office, 1958. 


Also of interest in this regard is: 


American Academy of Pediatrics. Child 
Health Services and Pediatric Education. 
New York, N. Y.: Commonwealth Fund, 
1949. 


Il. The Children 


Blackwell, Gordon W., and Gould, Ray- 
mond, F. Future Citizens All. Chicago, 
Ill.: American Public Welfare Association, 
1952. 

This study, based upon a sample of families 


who received Aid to Dependent Children in 
1950 or 1951, evaluates the effect of assist- 
ance on the children in these families and 
describes what happened to the families when 
the assistance was discontinued. Information 
presented includes data on the community 
and home environment of the children, nature 
and duration of the crisis which caused the 
family to seek financial assistance, and char- 
acteristics of the mother or homemaker who 
cared for the children throughout the period 
of assistance benefits. Data are also pre- 
sented on income, housing, health care, educa- 
tion, social behavior, and employment of the 
families. 
A summary of the report may be found in: 
Future Citizens All: A Report on Aid to 
Dependent Children. Social Security 
Bull. 16:9-13 (Jan.), 1953. 


California State Department of Social Wel- 
fare. Selected Characteristics: Aid to Needy 
Children Families and Children in Cali- 
fornia, March, 1956. Research Series Rep. 
No. 3. Sacramento, Calif.: The Department, 
1956. 


Families, including the children, mothers 
and fathers on Aid to Needy Children are 
described by social and economic characteris- 
tics, including income, property, special al- 
lowances for such items as insurance, trans- 
portation, or medical care, and grants re- 
ceived under the program. 


Community Council of Greater New York. 
Fact Book on Children in New York City: 
Characteristics of the Child Population and 
Welfare, Health, and Education Services for 
Children. New York, N. Y.: The Council, 
1957. 


This fact book gathers together from several 
sources material on the major problems relat- 
ing to children under the age of 14 in New 
York City. The discussion and data cover 
trends since 1900 and characteristics of the 
child population, including: the number of 
indigent children; data on health and _ hos- 
pitalization; trends in juvenile delinquency 
and characteristics of delinquents; services for 
emotionally disturbed children and delinquent 
children; trends and characteristics of chil- 
dren in foster care; adoption; the availability 
of group work and recreational services; and 
trends in school enrollment, the impact of 
migration on the public schools, and special 
school problems. 


Community Research Associates, Inc. The 
Prevention and Control of Indigent Dis- 
ability in Washington County, Maryland: 
Reporting Facts from a Six-Month Study of 
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the Problem, Appraising County-Wide Serv- 
ices and Resources Applicable to It, Out- 
lining a Three-Year Experimental Program 
Aimed at Its Prevention and Reduction. 
New York, N. Y.: CRA, 1954. 


This study was conducted (1) to gain 
greater knowledge about the community-wide 
characteristics of the major social disorders 
being handled by health, welfare, and adjust- 
ment community services; and (2) to devise 
methods of integrating all the services of the 
community into a positive program for pre- 
vention and control. The study analyzes the 
personal characteristics of the indigent adults 
and children who were disabled and the ex- 
tent of their disability. It also investigates 
relationships between dependency, ill health, 
and maladjustment. 


—_—————. Reorientation for Treatment 
and Control: An Experiment in Public 
Welfare Administration, by Donald Glabe, 
et al. A Summary Report Prepared as a 
Special Supplement for Public Welfare. 
Public Welfare 16:I-XXIII (Apr.), 1958. 


This is a report of an experiment conducted 
in Minnesota (1) to obtain evidence about 
the problems, service needs and relative po- 
tential for social and economic rehabilitation 
of selected families; (2) to differentiate be- 
tween those cases requiring extensive treat- 
ment services and those requiring only im- 
mediate aid for the specific problems which 
caused them to seek assistance; and (3) to 
reorganize staff time and resources in a 
more efficient manner. Of particular interest 
is information on the proportion of all persons 
requiring medical services and the relation- 
ships among problems of dependency, medi- 
cal indigency, and maladjustment. 


Kentucky Department of Economic Security. 
Services Needed by Dependent Children 
in Kentucky. Frankfort, Ky.: The Depart- 
ment, 1953. 


This report consists of three sections: Part 
I, The Needs of Dependent Children for Par- 
ticipating in Recreational, Educational, and 
Other Group Activities; Part II, The Needs 
of Dependent Children for Good Health; and 
Part III, The Task of Providing Services to 
Meet the Needs of Dependent Children. The 
second section, which considers health needs, 
provides information on the number of chil- 
dren with prolonged disabling conditions, un- 
corrected physical defects, other untreated 
medical symptoms, and restricted activities. 
The medical services received or needed to 
correct the conditions are discussed. 
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Louisiana Department of Public Welfare. GA 
Disabled Children Study. Baton Rouge, La.: 
The Department, nd. 


This is a study of a special program, the 
GA Ill or Handicapped Child Program, which 
provides for the medical and dietary needs of 
an indigent child with a serious continuing 
illness or handicap. (See also reference by 
Hailey, E., and Martin, J. D., on page 1523.) 
Information collected on the children and 
their families includes their social charac- 
teristics, such as age, race, number in family, 
father’s occupation, family income and finan- 
cial need and previous assistance to family; 
and health characteristics, such as the physi- 
cal status of the child, diagnosis, the type of 
practitioner or agency treating him, and the 
health status of his parents. 


Loyola University School of Social Work. 
Chicago’s ADC Families: Their Characteris- 
tics and Problems. Chicago, Ill.: The Uni- 
versity, 1960. 


This report was based upon a student re- 
search project which investigated the char- 
acteristics of a selected group of Aid to De- 
pendent Children families in Chicago and 
the problems they have had to meet. Specifi- 
cally the report considered what families were 
receiving ADC, why they needed it, the char- 
acteristics of the ADC mothers and fathers, 
and the prevalence of illegitimacy. In addi- 
tion the report investigated the housing of the 
families, the education of the children, their 
health, and religion. Finally, it considered 
the needs of and services provided to the 
families, the emotional condition and de- 
linquency of the children, and the recipients’ 
attitudes toward dependency. 

For investigating the health condition of the 
children, the study used the following indi- 
cators: vaccination for smallpox, incidence of 
diphtheria, examination or treatment by a 
dentist during the previous year, and the pres- 
ence of one or more untreated medical 
symptoms. 


New Mexico Department of Public Welfare. 
Report on Characteristics of Families Re- 
ceiving Aid to Dependent Children, De- 
cember, 1958, by Betty Bauer. Santa Fe, 
N. M.: The Department, 1959. 


Data are presented on the following charac- 
teristics of ADC recipients: their age, race, 
residence, number of children in each family, 
marital status and location of parents, length 
of time on assistance, and financial needs. 


New York Interdepartmental Committee on 
Low Income. Public Assistance Recipients 
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in New York State, January-February, 1957: 
A Study of the Causes of Dependency Dur- 
ing a Period of High-Level Employment, by 
Eleanor M. Snyder. New York, N. Y.: The 
Committee, 1958. 


This study obtained detailed information on 
demographic, personal, and economic char- 
acteristics of public assistance recipients, their 
families and other relatives living in the 
household. Comparisons are drawn between 
public assistance and home relief recipients. 


North Carolina State Board of Public Wel- 
fare. Facts on Aid to Dependent Children 
in North Carolina, by Robert H. Mugge. 
Raleigh, N. C.: The Board, 1959. 


This report investigates families receiving 
Aid to Dependent Children, their place of 
residence, characteristics of the father, mother 
and children, number of months on assistance, 
and size of the family budget. 


North Dakota Public Welfare Board. Char- 
acteristics of Families Receiving Aid to De- 
pendent Children. Report No. 13. Bismarck, 
N. D.: The Board, 1958. 


Families and children receiving Aid to De- 
pendent Children are described in terms of: 
their personal characteristics, financial needs, 
resources, sizes of grants and diagnostic con- 
ditions, and major impairments of the parents. 
The data are for 1958. 


Notkin, Herbert. Health Research Opportuni- 
ties in Welfare Records—A Preliminary Re- 
port on Illness and Economic Dependency. 
Research Series No. 8. New York, N. Y.: 
Health Information Foundation, 1959. 


The monograph discusses the possibility of 
using welfare case records to determine the 
impact of illness on applications for public 
assistance. Findings from a sample of the 
Welfare Department of Onondaga County, 
N. Y., caseload files for Old Age Assistance, 
Aid to Dependent Children, and Home Relief 
indicate that illness and disability are com- 
mon factors in causing economic dependency. 


Oklahoma Department of Public Welfare. 
Aid to Dependent Children Families, Janu- 
ary, 1960: Status of Fathers. Oklahoma 
City, Okla.: The Department, 1960. 


The status of the father in ADC families is 
stressed in this report—that is, deceased, 
incapacitated, separated, deserting, never 
married to mother and incarcerated—and the 
number of children affected by each status. 


Tennessee Department of Public Welfare. 
Report on Shelby County ADC Project: 


July 1, 1957-June 30, 1959. Nashville, 
Tenn.: The Department, 1960. 


The project was conducted in Shelby 
County, Tenn., in order to explore and 
demonstrate what was possible to accomplish 
in ADC cases when regular caseworkers, fol- 
lowing normal procedures and policies of the 
Welfare Department, carried reduced loads 
and were responsible only for clients receiv- 
ing assistance through the Aid to Dependent 
Children program. In working with their 
clients, the caseworkers centered their serv- 
ices around the problems arising from finan- 
cial need or those having to do with employ- 
ment, health, housing, education, recreation, 
behavior, and support for children when di- 
vorce proceedings made no provision. 

In the discussion of the project, the report 
contains information on the family char- 
acteristics, the services performed in the 
major problem areas, the results of these serv- 
ices, and a comparison between the activi- 
ties carried out by caseworkers connected 
with the project and those not participating 
in the project. A number of tables are in- 
cluded in the appendix. 


U. S. Social Security Administration, Bureau 
of Public Assistance. Characteristics and 
Financial Circumstances of Families Re- 
ceiving Aid to Dependent Children, Late 
1958, by Robert H. Mugge. Public Assist- 
ance Rep. No. 42. Washington, D. C.: Dept. 
of Health Education, and Welfare, nd. 


The trends in the Aid to Dependent Chil- 
dren Program since 1950 are discussed in 
this report. Included are data on the size of 
the caseload, place of residence, race, status 
of the fathers, and ages of the children. Data 
for 1958 on other characteristics of the re- 
cipients consist of length of time on assist- 
ance, number of persons in the family, where- 
abouts of the parents, care of children whose 
mothers are working, and the children’s school 
attendance. Finally, the financial circum- 
stances of the families are reviewed. 


. Characteristics of Aid to De- 
pendent Children Families, U. S. Totals, 
October-December, 1958. State Letter No. 
380. Washington, D. C.: Dept. of Health, 
Education, and Welfare (July 28), 1959. 


This report includes data on the number of 
families and children on ADC, place of resi- 
dence, race, status of the parents, length of 
time since most recent opening of the assist- 
ance case, age of children, monthly financial 
requirements and income for average ADC 
family, unmet financial need, source of in- 
come other than assistance, employment status 
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of mother, and children regularly attending 
school. 


. Special Types of Public Assist- 
ance: Program Facts. Washington, D. C.: 
Dept. of Health, Education, and Welfare 
(Sept. 1), 1959. 


The following data are presented for each 
category of assistance: estimated population, 
number aided in June, 1959, trend in num- 
ber of recipients, average assistance payment 
in June, 1959, total assistance payment in 
1958, families or recipients also receiving 
OASDI benefits, family or personal char- 
acteristics, and a description of a_ typical 
family or recipient. 


University of Missouri, Institute for Research 
in the Social Sciences. Medical Services Re- 
ceived by the Medically Indigent Popula- 
lation of Non-Metropolitan Missouri: A 
Survey of 27 Counties, 1953-1954, by 
Jennette R. Gruener. Jefferson City, Mo.: 
Missouri Health Council, 1955. 


This study was designed to delineate the 
health problems, age, sex, and socioeconomic 
status of welfare recipients; to survey the 
care provided by hospitals, physicians and 
certain state-supported health agencies; to 
identify existing administrative patterns in 
selected counties; and to determine the 
amount of medical indigency in nonmetropoli- 
tan Missouri. Information on children in- 
cludes number in the household who are ill, 
diagnoses, age and diagnosis of hospitalized 
patients, and age of children treated by physi- 
cians, Vocational Rehabilitation or Crippled 
Children’s Agencies. 


Welfare and Health Council of New York 
City. Fact Book on Youth in New York 
City: Characteristics of the Youth Popula- 
tion and Welfare, Health, and Education 
Services for Youth. New York, N. Y.: The 
Council, 1956. 


Based upon data gathered from many 
sources, this fact book provides information 
on the characteristics, problems, and services 
provided for New York City youth between 
the ages of 14 and 21. The information is 
classified according to the following subjects: 
characteristics of the population including 
the indigent; health and hospitalization; em- 
ployment; leisure time activities; law; case- 
work, counseling, psychiatric, and other serv- 
ices; and secondary and higher education. 
Detailed discussions accompany the data. 


Wisconsin State Department of Public Wel- 
fare. Characteristics of Families Receiving 
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Aid to Dependent Children, March, 1956. 
Madison, Wis.: The Department, 1956. 


Statistics and extended discussions are pre- 
sented on the characteristics of Aid to De- 
pendent Children families, including the num- 
ber of families receiving assistance, the reasons 
for their needing assistance, persons caring 
for the children, the age of the children and 
parents, and the financial condition of the 
families. 


lll. Their Medical Care 
A. Public Welfare Programs 


1. Community Services 


American Medical Association. A Report on 
Medical Care for the Indigent in Eighteen 
Selected Communities, 1952-1955. Chicago, 
Ill.: The Association, 1955. 


This report is based upon a study, con- 
ducted by the Committee on Indigent Care, 
of 18 indigent medical care programs (seven 
state and eleven local programs). The re- 
port describes for each program the eligible 
population, including children, administra- 
tive organization, services, participating 
vendors, method of payment and fee schedule, 
costs of care provided, and the program’s 
relationship to the local medical society. 


American Public Health Association. The 
Maryland Medical Care Program, by 
Howard M. Kline, et al. New York, N. Y.: 
The Association, 1948. 


Here is a critical description of the pro- 
cedures and arrangements by which medical 
care was provided to welfare recipients in 
Maryland. Particular attention was paid to 
the program’s development, the problems con- 
fronted and the solutions devised. Included 
are data, analyzed by age categories, on the 
services provided to the indigent and medi- 
cally indigent population in 1946. 


. Study of Medical Care Services 
in the Department of Welfare of the City 
of New York. Prepared for the Mayor's 
Committee on Management Survey. New 
York, N. Y.: 1952. 


This report presents a discussion of the in- 
ternal administrative problems of and the 
services offered by the medical care program 
of the New York City Department of Welfare 
for public assistance and Child Welfare re- 
cipients. It also considers the relationships 
between the Welfare Department and other 
governmental agencies. Included are recom- 
mendations for future policies concerning the 


medical care services and detailed discussions 
of the reasons for the recommendations. 


Brightman, I. Jay; Notkin, Herbert; et al. 


Knowledge and Utilization of Health Re- 


sources by Public Assistance Recipients. 1. 
Public Health and Preventive Medical Re- 
sources. 2. Reported Illness and Therapeu- 
tic Services. A.J.P.H. 48:188-199 (Feb.), 
1958; and 48:319-327 (Mar.), 1958. 


This survey was designed to determine how 
many ADC recipients knew about and used 
the preventive medical and public health 
services available in Syracuse, N. Y., in 1955. 
The findings are compared with similar data 
for two other socioeconomic groups, one from 
a low rent housing project and the other from 
the industrial middle-income class. In the 
first section, the sources of information on 
health services, such as welfare worker or 
radio, as well as the types of specific services 
used, such as chest x-rays or maternity care, 
are investigated. The second section studies 
the illness experience of the three groups 
and their use of medical, dental, and home 
nursing services. 


California Department of Social Welfare. Pub- 
lic Assistance Medical Care Services for 
Aid to Needy Children Recipients, No- 
vember, 1957-April, 1958: Utilization Rates 
and Costs Per Person. Research Series Rep. 
No. 16. Sacramento, Calif.: The Depart- 
ment, 1960. 


The report contains an extensive analysis of 
the medical care services provided during a 
six-month period to Aid to Dependent Chil- 
dren recipients in California. Statistics were 
collected on the cost and utilization of all the 
services provided—that is, services rendered 
by private physicians as well as those by 
public and private clinics, drugs, chiropody, 
chiropractic, dental, visiting nurse, and physi- 
cal therapy services. Special emphasis was 
placed upon prescriptions and_ physicians’ 
care. Data are analyzed by age and sex of 
the recipient. 


Governor's Commission on the Study of In- 
digent Medical Care. A Long-Range Plan: 
Medical Care for Indigent Persons in 
Kentucky. A Report of the Governor's 
Commission on the Study of Medical Care 
for the Indigent, 1957. 


This study encompasses an identification of 
the indigent and medically indigent children 
and adults, an evaluation of their needs, a 
survey of other state programs, a discussion 
of the services which should be provided 
and their estimated cost, and a proposal for a 


suggested program. Supplementary exhibits, 
contributed by professional groups, offer 
estimates of resources available and expendi- 
tures consequent to providing the services 
proposed in the suggested program. 


Hoade, E. Esther. A Child Health Census. 
Public Welfare 16:213 ff. (Oct.), 1958. 


The article discusses a plan developed by 
the Department of Public Welfare of Fulton 
County, Ga., to assist its workers in identify- 
ing health problems of the families receiving 
Aid to Dependent Children. The plan also 
is designed to encourage greater use of com- 
munity health resources. A few statistical 
results of the census are included. 


Maryland State Department of Health. Mary- 
land County Medical Care Program: 1952 
Annual Tables. Baltimore, Md.: The De- 
partment, 1953. 


This is a tabular report of services pro- 
vided through the County Medical Care Pro- 
gram in 1952. Statistics are presented on the 
personal characteristics of the recipients as 
well as on the utilization and cost of physi- 
cians’, dental, pharmacy, and special diag- 
nostic services. The data are analyzed by age, 
sex, and race. 


Monroe County (New York State) Social 
Welfare Study Commission. Survey of Wel- 
fare Medical Services of the Monroe County 
Department of Social Welfare. Report of 
the Social Welfare Study Commission, 1957. 


The report is based on a survey, substan- 
tiated by cost figures, of services provided to 
recipients of aid under public assistance and 
Child Welfare programs. On the basis of 
the findings. recommendations are offered 
concerning the personnel, vendors, services, 
and administrative mechanisms to be used in 
the medical care program of the county wel- 
fare department. Extensive discussions ac- 
company the recommendations. 


New Mexico Department of Public Welfare. 
Medical Care Programs: 1956-1957. Santa 
Fe, N. M.: The Department, 1958. 


This report describes the distribution of 
medical care expenditures under three medi- 
cal care programs: first, the institutional care 
of patients in tuberculosis sanatoria and 
homes for the aged and chronically ill; 
second, the Crippled Children’s program and 
services for the blind; and third, the general 
medical care program for public assistance 
recipients and children in foster homes or 
under the custody of the Department of Pub- 
lic Welfare. 
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New York State Department of Social Wel- 
fare. Hospital Admission Rates by Age and 
Sex in the Rochester, New York, Regional 
Area, by William Kaufman. Special Re- 
search and Statistical Reports No. 8. 
Albany, N. Y.: The Department, 1957. 


This report depicts the cost of hospital 
care for public charges, adult and child, for 
all of New York State, New York City, the 
remainder of the state and the Rochester 
region. Utilization data are analyzed by age 
and sex and include the number of admis- 
sions, days of care, and length of stay. 


Hospital Utilization by Re- 
cipients in the Aid to Dependent Chil- 
dren Program in New York City, 1958, by 
Sadie Zuchovitz and William Kaufman. 
Special Research and Statistical Reports 
No. 14. Albany, N. Y.: The Department, 
1960. 


The study was conducted to determine the 
rate of hospital utilization by Aid to Depend- 
ent recipients in New York City during 1958. 
Special attention was paid to the differential 
use of hospital care by children and adults. 
Data are analyzed by age, sex, length of stay, 
and by type of hospital in which the patient 
had been treated. 


Tierney, Thomas M. How Health Needs of 
the Aged Are Met in Colorado. Hospitals 
33:40 ff. (Mar. 1), 1959. 


This article describes the arrangement in 
Colorado through which the State Welfare 
Department purchases Blue Cross and Blue 
Shield benefits for its ADC recipients and old 
age pensioners. Some utilization and cost 
data are included. 


University of California, Bureau of Public 
Administration. Medical Care for Welfare 
Recipients—State Programs, by Margaret 
Greenfield. Berkeley, Calif.: The University, 
1957. 


This study summarizes the medical care pro- 
grams available to public assistance recipients 
in the United States. The first part of the 
monograph reviews the prevalent patterns of 
administration, scope of services, relationship 
with professional groups, and financial pro- 
visions of the programs. The second part de- 
tails the same information for each state. 


U. S. Social Security Administration, Bureau 
of Public Assistance. Special Types of Pub- 
lic Assistance: Types of Medical Care 
Covered by State Public Assistance Plan 
Provisions and Method(s) of Payment, 
Early 1957 and January. 1958. Washington, 
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D. C.: Dept. of Health, Education, and 
Welfare (Mar. 17), 1958. 


This report depicts the method of payment 
used by the states to reimburse physicians, 
dentists, hospitals, nursing-convalescent homes, 
and pharmacies for services provided to re- 
cipients of the four categorical assistance pro- 
grams. Also included is information on the 
payment mechanisms used for nursing serv- 
ices, clinic services, prosthetic appliances, 
ambulance, and laboratory and x-ray services. 


Virginia Department of Welfare and _Insti- 
tutions. Medical Care Available to Public 
Assistance Recipients Through Local Wel- 
fare Departments. Summary of Findings— 
State-Wide Survey. Virginia Welfare Bull. 
35:7-11 (June), 1957, and 35:4-10 (July), 
1957. 


These articles summarize in Part I (June, 
1957), the type of the medical care services 
and the auspices under which they were pro- 
vided to public assistance recipients and 
foster care children. In Part IIT (July, 1957), 
utilization and cost data are summarized. 


Statistical Report: State and 
Local Hospitalization Program for the Medi- 
cally Indigent. July 1, 1956-June 30, 1957. 


Data on the use of hospitals by recipients 
of public assistance, foster care, and medically 
indigent recipients are presented in this re- 
port. Data are analyzed by category of assist- 
ance, age, sex, race, length of stay, diagnosis, 
county, and cost of care. 


Wisconsin State Department of Public Wel- 
fare. Expenditures for Health Care Services 
for Public Assistance Recipients in Wiscon- 
sin, October 1958. Madison, Wis.: The De- 
partment, 1958. 


This report presents cost and utilization 
data on the medical care services received by 
recipients of the four public assistance pro- 
grams and also by Aid to Dependent Chil- 
dren living in foster homes. The data are 
analyzed by the number of cases receiving a 
medical payment; total medical payments; 
and the number of cases and amount paid for 
nursing home care, hospital care, physicians’ 
services, dental care, pharmaceutical serv- 
ices, optometrical services, and other types of 
services. 


2. Dental Programs 


Aaron, Azile H. What Do Welfare Agencies 
Want? A.J.P.H. 50:25-27 (Jan.), 1960. 


In this article are outlined the over-all 
objectives of public assistance in a welfare 


department, the importance of denta! care in 
a state’s standard of assistance, and some of 
the questions which must be answered to make 
dental care more effective for public assist- 
ance recipients. The experience of the Wash- 
ington State program and the California 
Program for Aid to Needy Children in the 


purchase of dental care are cited. 


American Dental Association. A Dental Care 
Plan for Low Income Groups. Chicago, IIl.: 
The Association, 1946. 


Recommendations are developed as a guide 
for dental societies in establishing community 
dental programs for the indigent with par- 
ticular emphasis on dental care for indigent 
children. The proposals cover the cost of a 
program, source of funds, eligibility require- 
ments, method of providing care, administra- 
tion of the program, and minimum standards 
of service. 


—__————. Dental Care Programs in Pub- 
lic Assistance. Chicago, Ill.: The Associa- 
tion, 1958. 


This statement on public assistance dental 
care programs was adopted by the House of 
Delegates of the American Dental Association. 
It reasserts the responsibility of the dental 
profession to provide dental care for these 
persons and to develop programs for render- 
ing this care. It also restates the priorities 
which should be followed in planning dental 
treatment. 


Frankel, John M. Dental Care in Public As- 
sistance Programs. J. Am. Dent. A. 58: 
17-24 (Feb.), 1959. 


The article briefly sketches the provisions 
of the Social Security Act and suggests that 
dental societies should re-examine their in- 
digent dental programs. It outlines the steps 
which should be taken in initiating a pro- 
gram, the decisions which must be made con- 
cerning the services to be previded to chil- 
dren and adults, and the types _f administra- 
tive organization and method of payment 
which may be adopted. Cited as examples of 
existing programs are those in Racine. Wis., 
Washington State, and California. 


Friedrich, Rudolph. Public Assistance Dental 
Care Programs. Public Welfare 16:201 ff. 
(Oct.), 1958, and J. New Jersey State Dent. 
Soc. 29:46 ff. (Nov.), 1958. 

This article discusses the historical back- 
ground of dental care programs, their under- 
lying philosophy, and their administration 
and the respective responsibilities of welfare 


departments and the dental profession. Ad- 
ministrative mechanisms are illustrated by 
descriptions of programs in Washington State, 
California, and Racine, Wis. 


United Communities Council of Social 
Agencies. A Study of Services Provided 
the Dentally Indigent. Norfolk, Va.: The 
Council, 1957. 


A study was made of the dental care pro- 
vided to indigent children and adults through 
public and private agencies having their own 
dental care facilities and through agencies 
arranging for care from another source. For 
each of these two types of agencies, informa- 
tion is presented on the number of persons 
served, type of service provided, fees charged, 
and certification requirements. 


U. S. Public Health Service. The Dental 
Service Corporation in a Public Assistance 
Program: A Report from Washington State. 
Public Health Service Publ. No. 680. Wash- 
ington, D. C.: Gov. Ptg. Office, 1959. 


Described here is the development of the 
dental assistance program for recipients of 
public assistance and child welfare services in 
Washington State. The current arrangements 
and types of programs are discussed and de- 
tailed information is presented on a fee-for- 
service, a closed panel, and a prepaid dental 
care program. Extensive utilization and cost 
data for the year 1957 are analyzed by age, 
sex, type of service, and program of assistance. 


B. Special Medical Programs for Children 
|. Foster Care 


An Agency Reviews Medical Care for Chil- 
dren.: Child Welfare 33:11-12 (May), 1954. 


Recommendations are offered for a proposed 
medical care program for infants and chil- 
dren in foster family care. Included is a 
recommendation for a pediatrician to serve as 
a consultant to the program. Policies also are 
suggested concerning initial health examina- 
tions, periodic follow-up examinations, hos- 
pitalization, and final examinations prior to 
discharge from the foster home care. 


Bissell, Elizabeth E. Foster Homes in Medical 
Care Programs for Children. The Child 14: 
114 ff. (Feb.), 1950. 


This article discusses two medical foster 
care programs operated by the Children’s 
Mission to Children in Boston, one program 
providing bed care and one designed for am- 
bulatory patients. The services offered by 
physicians, public health nurses, occupational 
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and social case workers are 
The programs assist any child 


therapists, 
described. 
who can benefit from the services, irrespective 
of his family’s financial means. 


Child Welfare League of America, Inc. 
Health Services for Children in Foster 
Care; A Guide to Boards, Administration, 
and Staffs of Child-Caring Agencies. Com- 
piled by Edith L. Lauer and Henrietta L. 
Gordon. New York, N. Y.: The League, 
1960. 


This is a guide to the provision of health 
services to children in foster care institutions 
and homes. The guide covers the organiza- 
tion and administration of the health service 
program, including the administrative policies, 
the staff, and the services to be provided; 
health care for the well child, including the 
measures necessary for the protection, promo- 
tion, and maintenance of health; and care for 
the sick child, including isolation policies and 
hospital care and treatment. 


Standards for Foster Family 
Care Service. New York, N. Y.: The League, 
1959. 


Standards are established relating to the 
use of foster family care including: (1) selec- 
tion, development, and use of foster homes; 
(2) organization and administration of the 
program; and (3) relationship to community 
resources. Health standards are concerned 
with initial physical examinations, preventive 
care, referrals for specialized services and 
consultation, dental care, and emergency, psy- 
chiatric and psychological services. 


Smith, Donald C., and Gorman, Gwen C. 
Health Supervision of Children in Foster 
Care. Child Welfare 39:5-8 (Mar.), 1960. 


Guides are offered for the supervision of the 
health needs of children in foster care, in- 
cluding the periodic appraisal of the child’s 
health status, supervision of his nutrition, 
and immunization against infectious disease. 
Also included are discussions of foster parent 
counseling, of the health supervision of both 
the foster parents and the staff of the child 
care agency, and of the administration of the 
health program. 


Wallace, Helen M., et al. Ophthalmologic 
Findings in Children Under Foster Home 
Care. A.J.P.H. 45:1147-1150 (Sept.), 1955. 


The article describes a special study con- 
ducted in 1952 to ascertain the ophthalmo- 
logic condition of dependent children who 
were the responsibility of the Division of 
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Foster Home Care of the New York City 
Department of Welfare. While the examina- 
tions were conducted on children who were 
not necessarily representative of the total 
Foster Home Care caseload, its findings sug- 
gested interesting questions concerning the 
eye care of these children as well as all chil- 
dren. 


2. Day Care 


Chapin, Hugh, and Jacobziner, Harold. A 
Health Program for Children in Day Care 
Services. Pub. Health Rep. 74:567-572 
(July), 1959. 


This article describes the health programs 
of the New York City Department of Health 
at day centers caring for small children of low 
income families, using health teams. Included 
is a discussion of the purposes of the centers 
and the methods used for establishing them. 
It also considers the composition of the health 
teams and the methods of providing the 
health examinations and counseling. 


Curran, Fern Holderfield. A Survey of the 
Municipal Supervision of Child Care 
Facilities. A.J.P.H. 48:1602-1606 (Dec.), 
1958. 


A survey was made in 18 cities of the gov- 
ernmental unit responsible for supervision of 
special child care facilities, such as nursery 
schools, day care centers, and foster homes. 
Particular attention was paid to the role of 
the municipal health departments and their 
personnel. 


Goldsmith, Cornelia. Child Day Care, A Pub- 
lic Health Responsibility. A.J.P.H. 49: 
1069-1073 (Aug.), 1959. 


The development and present status of day 
care centers for children in New York City 
are discussed. The article also describes the 
arrangements made for the health care of the 
children served by these centers. 


3. Other 


Fuerst, J. S., and Kaplan, Rosalyn. Chicago’s 
Public Housing Program Helps to Save 
Babies’ Lives. The Child 15:178-181 (June- 
July), 1951. 


The study, conducted in a Chicago Housing 
Authority project, depicts the relationship of 
better living conditions and _ conveniently 
located health services to reduced infant 
mortality rates and increased interest of 
families in health matters. 


Hailey, Elizabeth, and Martin, J. D. Financial 
Aid for Low Income Families with Chil- 


dren Having Special Medical Needs. J. 
Louisiana M. Soc. 111:98-103 (Mar.), 1959. 


A program, established in Louisiana to 
meet the cost of special medical and dietary 
needs of children ineligible for other govern- 
mental or voluntary assistance, is described. 
Included are a discussion of the administra- 
tive procedures employed, summaries of the 
type of care provided since 1956, and illustra- 
tions of cases benefited by the program. (See 
also reference by Louisiana Department of 
Public Welfare on page 1517.) 


Hiscock, Ira V. Child Health Study of 
Eastern Oklahoma, Including a Survey of 
Public Health in Tulsa City and County. 
Tulsa, Okla., 1951. 


A study of the problems relating to child 
health and of the organization and adminis- 
tration of public health services and facilities 
in eastern Oklahoma is reported here. While 
stressing the services provided through the 


Crippled Children’s program, the report re- 
views the various programs through which 
care is provided to indigent children. 


Willner, Marilyn. Development of Preventive 
Service in a Rural Community. Speech pre- 
sented at the Annual Meeting of the Medi- 
cal Social Consultants in Public Health and 
Medical Care Programs, San _ Francisco, 
Calif., May 22-24, 1959. 


This presentation describes a project in 
Imperial County, Calif., which was designed 
to provide preventive health and welfare serv- 
ices which would meet the needs of children 
who were a public responsibility. The project 
was a joint undertaking of county and state 
public health and welfare departments, the 
county probation department, and School of 
Medicine at the University of California at 
Los Angeles. It led to the establishment 
of a pediatric diagnostic center and the co- 
ordination of health and welfare activities. 


The authors are associated with the Bureau of Public Health Economics, Uni- 
versity of Michigan School of Public Health, Ann Arbor, Mich. 

This paper was prepared for the Liaison Committee of the Medical Care and 
Maternal and Child Health Sections of the American Public Health Association. 


Canada: Data on Voluntary Medical Insurance 


The Research and Statistics Division of the Department of National Health and 
Welfare, Ottawa, publishes a Health Care Series. No. 13 in this is “Voluntary Medical 
Insurance in Canada: 1958 Summary Data,” newly released (no price listed). 

Data comes from 31 nonprofit plans, 43 private plans (commercial companies ) 
offering group coverages, and 41 private plans offering individual coverage. Enroll- 
ment, benefit payments, revenue and expenditure relationships and other aspects are 
covered in 12 chapters dealing both with Canada as a whole, and with each province 
separately. (Thus, for those who will be attending the Annual Meeting in Detroit and 
intend to make a professional visit to just-across-the-bridge Windsor, Ontario, this re- 
port would serve as an excellent homework manual.) Appendixes are on duplication of 
enrollment, and pharmacy, optometric, and dental insurance plans. 
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The need to examine school health programs within the community 


framework and to plan the school health program as an integral 


part of total community health is the central theme of this 


presentation. 


The point of view expressed here should 


be compared with the ideas discussed in the papers 
on child health services that head this issue. 


RESEARCH NEEDS AND BOTTLENECKS IN 


SCHOOL HEALTH 


Eugene H. Guthrie, M.D., M.P.H.: Carl S. Schultz, M.D., M.P.H.; and Roy L. Davis, M.P.H. 


HE PHRASE “agonizing reappraisal” 

has become a familiar one during 
the last decade. Perhaps in the years 
ahead the connotations of the phrase will 
become even more familiar to us. The 
reasoning behind this statement is that 
we are surely obligated to submit our 
programs and ourselves to such reap- 
praisal, if a meaningful determination 
is to be made of the research needs in 
school health. 

Evaluation has become a watchword. 
It also implies an established set of 
criteria. And this raises a question: 
Are we not likely to end up with a 
false sense of security if we attempt 
evaluation based on our present stand- 
ards of measurement, now largely out- 
dated and unrealistic? Our primary 
goal in research should be to set up a 
series of program standards that, when 
coupled with professional principles, can 
serve as guidelines in evaluating today’s 
school health programs and in planning 
realistically for tomorrow’s. 

What is the ideal school health pro- 
gram? Does it exist? Can it exist? 
Too much effort has already been spent 
in the search for this fantasy. All of 
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us would prefer to be identified with 
an ideal program rather than with a 
compromise solution. But has our pur- 
suit of an ideal deluded us into inaugu- 
rating programs we cannot afford and 
cannot staffl—when we might better 
have pressed for more research aimed 
toward practical solutions of the many 
problems immediately at hand? 

The wide gap between programs on 
paper and programs in reality is too 
well known for comfort. How often 
have we heard partisans of a program 
proclaim its perfect functioning on 
paper, at the same time that its de- 
tractors deny all claims that a program 
of any kind exists. The population to 
be served usually knows nothing of the 
dispute, and furthermore is unaware 
of the dispute’s immobilizing effect upon 
the professional personnel who should 
be providing services. 

Workers in public health have been 
raised in the tradition of program dem- 
onstrations—and it has been proved a 
good, workable tradition. The sacred 
shibboleth has been, “Show them what 
can be done, and they will demand that 
it be done.” 


School health program demonstra- 
tions, however, have too often depended 
upon a disproportionate concentration 
of funds and professional personnel in 
a single area, under the theory that 
this will show “them” what a good pro- 
gram is really like and “they” will then 
demand it for an entire district. Such 
demonstrations may also be set up with- 
out due regard for those mechanisms 
that foster “a sense of belonging,” that 
integrate an activity within the local 
situation. Without some assurances that 
what we have demonstrated as worth 
while will endure and bear fruit, can 
we defend this concentration of com- 
munity health funds and professional 
personnel within narrow limits—nar- 
row in terms of the population segment 
and area served and the degree of 
health responsibility for that population 
segment ? 

These questions admittedly are some- 
what critical in tone, but in another 
sense of the word, they also reflect some 
critical aspects that must be faced in 
our self-appraisal. 

At this point, it might be refreshing 
to review one or two signs of encour- 
agement. For example, in many parts 
of the country we have had clear and 
growing evidence that public confidence 
will follow in the wake of soundly 
planned and efficiently operated pro- 
grams in public health. In the observed 
communities and states, they have had, 
first of all, a goodly share of alert offi- 
cials and leaders; then came gradually 
improved programs, followed by in- 
creased public support—almost invaria- 
bly in that apparently natural sequence. 

When this gain in public confidence 
occurs, it includes a special advantage 
—the willingness of the taxpayer to 
assign more public funds to research 
efforts. In doing this, he accepts some 
risk, inasmuch as an immediately use- 
ful outcome is not to be expected for 
every problem put to the research inves- 
tigation method. But if he is satisfied 
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with other phases of the health pro- 
gram, the taxpayer will take that risk. 
Proof of this willingness shows in many 
areas, where state and local public 
moneys have been assigned to health 
studies and investigations carried out 
within the community setting where 
services are rendered. 

Thus, by improving the quality of 
our current programs, we earn the ap- 
proval of the people we want to serve, 
and opportunities are revealed for over- 
coming public indifference—an old bar- 
rier to research on community health 
problems. 

In this or any other approach, how- 
ever, we must be ever mindful of the 
necessity to conserve scarce manpower 
— especially professional manpower. 
This is one of today’s major concerns, 
and it presents another research po- 
tential for community-school health pro- 
grams. The challenge here is to think 
in terms of the minimum number and 
the best utilization of professional and 
subprofessional personnel that will ac- 
complish our program objectives. We 
must put aside our professional jealous- 
ies and all attempts to build up pro- 
fessional status through exaggerated 
claims about our professional role. How 
much effort is being expended on the 
essentially sterile activity of role defi- 
nition? Are we putting a higher value 
on position prestige than upon accom- 
plishment through service? 

Obviously, there is more than enough 
work for everyone—and more work is 
always on the horizon. This is one of 
the reasons why most of us think highly 
of the team approach. When we have 
a problem, we like to bring together 
all the specialists who might have some- 
thing to contribute, and we think and 
talk in terms of collective planning and 
collective responsibility. To what ex- 
tent, if any, are these actions influenced 
by interprofessional mistrust sus- 
picion? Do we need to learn to dele- 
gate responsibility with confidence? 
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These questions do not depreciate the 
value of interdisciplinary discussions 
and meetings, which are useful and in- 
deed essential in many ways and in 
many relationships. The point here is 
that we cannot advocate their universal 
use as the only problem-solving mecha- 
nism. Accordingly, it seems imperative 
that studies be conducted to determine 
additional and more efficient mecha- 
nisms for the professional management 
of health problems in the school setting. 

Further, we need to look more care- 
fully at the various kinds of professional 
workers to whom broader responsibility 
can be given for the implementation 
of the total school health program. For 
example, well trained nurses, health co- 
ordinators, and pupil personnel admin- 
istrators have been so used in many 
communities. Are we delegating au- 
thority and making maximum use of 
other skills that can serve us well in 
meeting the challenges ahead? 

Nursing organizations are currently 
involved in studies on the training and 
professional expectations of the public 
health nurse. Another productive study 
might be directed to the possible utili- 
zation in the school health program 
of a large reservoir of nursing per- 
sonnel. This is the reservoir of regis- 
tered nurses who are interested in part- 
time work only. New York City has 
already begun to explore this resource. 

Many of us are opposed to routine 
physical examinations by physicians in 
the schools. This points to the need for 
programs demonstrating more impor- 
tant and more practical uses of physi- 
cians’ services in the school health 
program. We should discontinue the 
wasteful use of physicians’ time on rou- 
tine physical examinations—a role based 
on antiquated custom. 

Emphasis must now be placed upon 
planning for the school health program 
as an integral part of total community 
health. Herein lies a real potential in 
action-oriented research. One of the 
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most pressing challenges in modern pub- 
lic health and, in fact, all health-related 
fields is how to make comprehensive 
health services available to all persons 
within a community and its immediate 
area. Fragmentation, duplication, ex- 
cessive costs, lack of communication, 
competition, manpower waste — these 
are just a few of the terms one hears 
in discussions on health, hospital, and 
medical services for communities. This 
highly complex subject will not be dealt 
with here, except to say that in our 
search for answers, our studies and 
plans must visualize the children, the 
school personnel, and the school facili- 
ties within the total perspective of the 
local situation. We can no longer afford 
an isolated view which separates the 
health matters of a school population 
and a school facility from the health 
concerns and resources of the com- 
munity. 

There is noticeable evidence around 
the country that school people and com- 
munity people alike are beginning to 
recognize this fact. In many areas we 
see different kinds and levels of profes- 
sional skills being used in quite new 
community-school staffing patterns and 
administrative relationships. 

Let us adjust our administrative 
thinking to permit maximum flexibility 
in planning the best use of available 
health resources. We ought to be more 
willing to improvise and to experiment 
with new patterns for providing serv- 
ices. This could be quite stimulating, as 
a matter of fact. Too long have we 
been content to work only toward the 
perfection and formalization of stereo- 
type models, accepted as articles of 
faith for too many years. 

As you undoubtedly know, the Public 
Health Service, during the past year, 
has been taking a long, hard look at 
its future mission and the kind of re- 
organization needed to accomplish that 
mission. The prospect now is very 
bright that the proposed changes will 
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result in a stronger, more unified or- 
ganization through which many _ re- 
sources can be brought to bear directly 
on the entire problem of comprehensive 
health services. School health will by 
no means be slighted or isolated in the 
total consideration. 

Just as we must think of the com- 
munity as a unit, so must we think 
of the child as a physiological entity. 
He cannot be split into physical and 
mental halves, and these assigned to a 
corresponding division of responsibility. 
Neither can he be divorced from his 
family environment. It is most im- 
portant that our school health research 
undertakings be designed with full cog- 
nizance of the essential unity of child, 
family, and community. 

Surely we are in general agreement 
about our ultimate goals for the welfare 
of children—goals that demand many 
kinds of skills and services. Therefore, 
let us exercise care to avoid conflicts 
over intermediate objectives and dis- 
putes about jurisdiction, before they 
become bottlenecks that frustrate the 
achievement of our aims. All research 
planning should recognize and include 
this amalgam of interests. 

An additional and important bottle- 
neck to school health research is trace- 
able to funds, or rather to the lack of 
funds. The problem has at least two 
parts: (1) insufficient funds for specific 
assignment to research; and (2) the 
difficulty faced by individual investiga- 
tors who attempt to track down sources 
of funds in categorical fields with re- 
lated interests. Any person who has 
tried to weave through this maze on 
his own will testify it is an awesome 
task. Some relief has come through 
the activities of the Research Commit- 
tee of the School Health Section of 
APHA. Just last year they developed 
and released a report on Selected In- 
formation on Research Relating to 
School Health. The committee is also 
working to develop a wider recognition 
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of the mutual interests in school health 
and on the development of possible re- 
sources for mutual research among spe- 
cialized fields. 

Let us now consider some school 
health problems that deserve particular 
attention. In the special education field 
there is a need for improved methods 
of evaluation to be used prior to place- 
ment and during training. In addition, 
further investigation is required on the 
technics of working with handicapped 
children. There are many questions in 
the area of reading disability that need 
study. Certainly our  vision-screening 
methods demand reappraisal and recom- 
mendations based on research in the 
psychovisual area and the help of eye 
specialists, neurologists, and psycholo- 
gists. 

In the whole area of special educa- 
tion, the public health agency has a 
particular responsibility. Here are chil- 
dren with complex health problems de- 
manding every available skill. Fre- 
quently these children are already 
known to a multitude of private medi- 
cal specialists and various health facili- 
ties. We should improve our methods 
for collecting and interpreting the avail- 
able data and for determining what 
additional examinations would be most 
helpful in working with the child. Too 
often there has been a wasteful repe- 
tition of tests from clinic to clinic and 
from school to school. In this field, 
collaboration is essential. As one in- 
stance, consider how the health spe- 
cialist and the educator can mutually 
support experiments in new methods 
of teaching the handicapped child. 

In general, we seem to be most satis- 
fied with our health programs in ele- 
mentary schools. We have learned, 
however, that we cannot employ identi- 
cal methods in the secondary schools. 
Although human behavior research and 
clinical medicine have only begun to 
come to grips with the problems of 
adolescence, it behooves us to consider 
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and act upon the principles evolved as 
soon as they are available. Is it not 
true that adult health habits and _atti- 
tudes become established during adoles- 
cence? And does not this call for 
special emphasis on research related to 
secondary and college health programs? 

A far better understanding of the 
adolescent is essential from a_ public 
health standpoint, for here we have 
a variety of concerns. First of all, 
consider the tragedies that evolve from 
promiscuous sexual activity among teen- 
agers. Illegitimate pregnancy rates have 
sharply increased, and venereal disease 
in this age group is on the increase. 
Some experts feel it has reached almost 
epidemic proportions. One-fifth of all 
reported infectious venereal disease in 
the United States involves persons under 
age 20. Reported cases, however, rep- 
resent only a fraction of the actual in- 
cidence. Complete figures would show 
that about 200,000 teen-agers acquire 
venereal disease each year in the United 
States. The proportion of all reported 
venereal disease cases attributed to per- 
sons under age 20 has increased sig- 
nificantly over the past three years. In 
girls, more cases of infectious venereal 
disease occur at age 18 than at any 
other age. 

Both public health and medical spe- 
cialists are concerned about adolescent 
nutrition problems. How shall we per- 
suade these young and busy people— 
or the young and careless—into good 
eating habits? What skills shall we use 
to focus their interest on well balanced 
meals as an investment in future good 
health? Underweight and obesity can 
seriously upset the mental outlook of 
adolescents—particularly when it keeps 
them isolated from sports, fun, parties, 
and other activities that help develop 
self-confidence and poise. The health 
worker is also unhappy about the evi- 
dence that the obese at this age are 
usually obese in their middle and later 
years—and consequently may be sus- 
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ceptible or predisposed to attack by 
one or more of the chronic diseases. 

For this audience no detailed dis- 
cussion is necessary on the nature and 
extent of the mental health problems 
associated with adolescence and young 
adulthood. These are complex and run 
the gamut from the normal but irritat- 
ing behavior of adolescents, to rebellion 
against authority, and to other and far 
more deep-seated difficulties. The situa- 
tion involves so many unknowns and 
taxes the patience, skill, and energy of 
almost everyone actively concerned with 
this age group. It is indeed encourag- 
ing to see development of many well 
founded studies that offer much hope 
in this area. 

Let us talk for a few moments about 
smoking and its relationship to lung 
cancer. About a year ago, Surgeon 
General Leroy Burney stated the official 
viewpoint of the Public Health Service 
based on the findings of comprehensive 
research projects. Dr. Burney’s state- 
ment implicated smoking as a principal 
etiological factor in the increased inci- 
dence of lung cancer, and cigarette 
smoking in particular. One of the points 


‘made would seem to carry special con- 
‘notations for the school health pro- 


gram: that persons who have never 
smoked at all have the best chance of 
escaping lung cancer. 

Recently, Dr. Michael Shimkin of 
the National Cancer Institute stated that 
if cigarette smoking could be stopped, 
the annual mortality from lung cancer 
would be reduced by more than 60 
per cent. This would mean saving 
20,000 lives a year in the United States 
alone. 

Recent studies by the Department of 
Agriculture indicate that one out of 
every two Americans over the age of 
14 smokes regularly; and they puff 
at the average rate of 24 cigarettes a 
day for males and 19 for females. 
Another estimate based on recent pro- 
duction rates indicates that by 1975 


cigarette production will be up 53 per 
cent. 

Whatever the range of personal atti- 
tudes toward cigarette smoking might 
be throughout this audience, there are 
surely not many of us who favor the 
smoking habit among teen-agers. But 
how do we educate youth—to say noth- 
ing of adults—about this health prob- 
lem? How do we proceed to bring 
about the desired attitude or change 
in behavior, through what groups, 
through what skills? Many people are 
concerned and many plans are under 
way. Especially noteworthy are the 
educational materials, programs, and 
studies initiated by the American Can- 
cer Society and several states and de- 
signed to gain information and action 
on the smoking problem among high 
school students. Significant findings 
came out of one recent project, which 
was set up to assess the effectiveness of 
a variety of educational approaches and 
materials. We shall need more such 
study projects. 

We are just beginning to get some 
valuable clues on this complex business 
of health behavior. In school health, 
as in general health programs, we are 
confronted with a variety of influences 
that interlock to form patterns of be- 
havior. Some of these we understand 
and may control. We know very little 
about many other influences and their 
relationships to one another. 

We have come a long way, but both 
older and newer program areas show 
phases that need strengthening through 
research. Some of our more traditional 
program areas in public health urgently 
require more modern research data 
upon which adequate services can be 
built. These include dental health, 
safety and accident prevention, commu- 
nicable disease control, environmental 
health, and health of the school per- 
sonnel. 

Anyone active in the school health 
field can name program components 
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for which new research information 
would open up many new possibilities. 

As a conclusion to this paper, we 
would like to throw out a challenge, not 
only to the American Public Health 
Association, but to all the national 
bodies concerned with and involved in 
school health. We suggest that in order 
to bring to bear a concerted force lead- 
ing to more research effort—this in 
turn to be directed to our multifaceted 
problems in school health—an interor- 
ganizational school health research 
council be established. 

We further suggest that this council 
be composed of representatives of all 
the appropriate research and opera- 
tional interests who can make a worthy 
contribution to improved school health 
research. This would include compe- 
tent people from the research commu- 
nity who could assist actively and in 
an advisory capacity. 

We would expect that the council’s 
major efforts would be directed to the 
following actions: 

1. Stimulating new research projects. 

2. Developing increased research manpower 
related to school health research interests. 

3. Stimulating the assignment of more 
funds to school health research projects and 
investigators. 

4. Developing information on and awareness 
of funds already existing in the health and re- 
lated research fields. 

5. Improving communications among the 
many related research fields and the operat- 
ing school health agencies and organizations. 

6. Promoting and providing information on 
the research needs in school health to all 
those who are or should be concerned. 


Perhaps in this manner many voices 
can be brought together to form a 
chorus that will be heard and will gain 
a response that will initiate a new and 
better era in school health programs 
through research. 
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Medical Self-Help: Project for Citizens’ Survival 


The Public Health Service in cooperation with the American Medical Association 
is this month introducing a nationwide Medical Self-Help Training Program. This is 
built around basic information a person needs to preserve life in a natural or man- 
made disaster, and is based on the assumption that people will have to use their own 
ingenuity and the resources they have on hand at the moment of disaster. 

Starting in 1962 the program, developed under contract with the Office of Civil 
and Defense Mobilization, will be operated on a state level with assistance from the 
federal. State and local professional health personnel will guide the technical aspects 
of the program, with actual instruction of family members (in the first year, one repre- 
sentative from each of 300,000 families) for the most part being given by allied health 
personnel and lay instructors. 

The Medical Self-Help Training Program consists of two parts: I, a reference 
manual, “Family Guide-Emergency Health Care,” and II, the “Medical Self-Help 
Training Course.” A training kit has been produced for instructors. 

Before the courses are given publicly three Medical Self-Help Workshops cover- 
ing all nine PHS Regions will be held in 1961—in Brooklyn, N. Y. (this month), 
Alameda, Calif. (November), and Battle Creek, Mich. (December). Approximately 
100 professional health personnel and civil defense and education leaders will attend 
each workshop to receive orientation, advise on program content and implementation, 
and to obtain material for use in development of state programs. 

For complete details: Training Branch, Division of Health Mobilization, Office 
of the Surgeon General, Public Health Service, Washington 25, D. C. 
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Continuing the studies on periodic medical examinations in schools, 
Yankauer and his co-workers now deal with the health behavior and 


attitudes of a sample of school children 


and their mothers. They 


emphasize the need for flexibility in the entire school health 


program, taking into account the need 


schools and the populations they serve. 


s of individual 


A STUDY OF PERIODIC SCHOOL MEDICAL EXAMINATIONS 


IV. EDUCATION ASPECTS 


Alfred Yankauer, M.D., M.P.H., F.A.P.H.A.; G. Richard Wendt, Ph.D.; Herbert Eichler, M.S.;: 


Charles L. Fry, M.S.; and Ruth A, Lawrence, M.D. 


5 inn is the fourth report of a study 
to evaluate periodic school medical 
examinations in the first four grades of 
elementary school. Previous reports 
have described this study in detail and 
analyzed the case-finding and follow-up 
aspects of four careful annual medical 
appraisals performed on a 15 per cent 
sample of children who were first grade 
pupils in Rochester, N. Y., schools dur- 
ing the school year 1952-1953.' All ap- 
praisals were performed by the same 
pediatrician (R.A.L.). They included 
a detailed medical history from the par- 
ent which was the joint responsibility 
of a public health nurse and _pedia- 
trician, as well as a physical examination 
of the child, procedures requiring an 
average of 30-40 minutes to complete. 
At the initial examination 81 per cent 
of the parents were present, and this 
figure was maintained or bettered at 
subsequent examinations. Ninety-three 
per cent of the parents were present at 
two or more examinations. Parents 
unable to attend an examination com- 
pleted a detailed health questionnaire. 


In the course of each periodic medical 
appraisal, parental concerns were fully 
explored and the values of preventive 
health services were pointed up by the 
public health nurse and _ pediatrician 
working as a team. 

One of the stated purposes of periodic 
school medical examinations is educa- 
tional in nature. As phrased by Wheat- 
ley some years ago, this purpose is to 
“create in the child and the parents 
understanding and desire for preventive 
medical services." As expressed by 
Sellery, the physician should attempt 
“to make the examination a_ positive 
educational experience for the child and 
his parents, where present, which will 
result in changed behavior.”* As stated 
by the Joint Committee on Health Prob- 
lems in Education of the NEA and 
AMA these examinations should “con- 
tribute to pupils’ understanding of the 
health professions and of ways to protect 
and improve health. Pupils develop 
feelings of respect toward physicians 
and nurses if their school experiences 
with these individuals are pleasant and 
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satisfying.”* Many similar statements 
may be found in the literature on school 
medical services. 

The careful annual medical examina- 
tion of 617 children for a period of four 
years (through fourth grade) provided 
an unusual opportunity to evaluate the 
educational effects of such an experience. 
The two hypotheses to be tested were 
that four intensive annual school medi- 
cal examinations from the first through 
fourth grades resulted in (1) changed 
family behavior in the direction of 
securing more adequate total health 
care for children, and (2) changed 
family attitudes toward health profes- 
sions and health concerns in the direc- 
tion of more positive attitudes. 


Material and Methods 


The study to be reported was carried 
out through the Department of Psy- 
chology of the University of Rochester 
by individuals who had no prior associa- 
tion with the examiners or planners of 
the other aspects of this study or with 
the families themselves. 

The experimental sample was drawn 
from among the 617 mothers of children 
on whom four annual study examina- 
tions had been recorded. These chil- 
dren had all been in the first grade at 
the beginning of the initial study. At 
the time the collection of these data was 
begun, they were in the fifth grade. 

The control sample was drawn from 
the mothers of children attending the 
same schools as the experimental chil- 
dren. As the experimental children con- 
stituted virtually the entire fifth grade, 
the control children were drawn from 
the sixth grade. As the experimental 
children had been in attendance at the 
same school for a minimum of four 
years, the same stipulation was applied 
to the control children. None of the 
mothers or children in the control 
group had had contact with the pediatri- 
cian or public health nurse associated 
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with this study. These control group 
children had been examined by their 
private physician or a school physician 
on entrance to school and again in the 
fourth grade as part of the routine school 
medical service program of the Rochester 
City Health Bureau (now Monroe 
County Health Department). Some chil- 
dren in both the experimental and con- 
trol groups had had contact with the 
regular school physician or nurse be- 
cause of special problems. In so far as 
possible, equal numbers of experimental 
and control subjects were drawn from 
the same school. 

Mothers were interviewed in their 
homes, and most of the interviews were 
collected during the winter and spring 
of 1957. The remainder were collected 
the following school year. In general, 
the interview occurred from 8 to 18 
months after the last periodic school 
medical examination of the children in 
the experimental group and from 20 to 
30 months after the fourth-grade medi- 
cal examination of children in the con- 
trol group. Interviewing was conducted 
primarily during the day. To avoid 
exempting working mothers from the 
study, interviewers were instructed to 
check back during the evening on all 
mothers not available during the day. 
There was no precontacting of mothers. 

The interviewer presented himself as 
one making a survey of health needs 
and problems and did not refer to school 
medical services until general health atti- 
tudes and behavior had been probed. At 
no time was the study itself referred to 
directly. Thirty different questions 
were asked in the interview. 

A total of 596 interviews was at- 
tempted. Interviewers failed to get in- 
terviews with 71 mothers originally 
selected for the experimental sample and 
82 mothers originally selected for the 
control sample. Inability to contact the 
mother was the principal cause of inter- 
view failure. Refusal accounted for 
only 6 per cent of the failures. 


Table 1—Distribution of Family Socioeconomic Status in Experimental and Control 


Groups 
Warner Index of Status Characteristics Scores 
Group 10-19 20-29 30-39 40-49 50-59 60-69 70-79 N Mean Sigma 
Experimental 0 14 27 48 80 52 5 226 50.19 11.64 
Control l 12 29 49 79 45 2 217 49.67 11.34 
Total 1 26 56 97 159 97 7 443 


In all, there were 226 completed in- 
terviews with mothers in the experi- 
mental sample and 217 with mothers in 
the control sample. All families were 
scored for socioeconomic status by the 
Warner Index of Status Characteristics.® 
The distribution of the status charac- 
teristic scores in experimental and con- 
trol groups is shown in Table 1. 

Interview data were analyzed in two 
ways: by comparing responses of the 
experimental and control samples; and 
by comparing responses of the highest 
and lowest socioeconomic thirds of the 
total samp!>. 

The attitudes of the children them- 
selves were probed through a short writ- 
ten questionnaire administered in the 
late spring of 1957, by the classroom 
teacher to all children in the grades from 
which the sample was drawn. The 
teachers were asked to distribute the 
question sheet without referring to any 
study or test and merely state that the 
health department was trying to find out 
how the children felt about doctors and 
health problems. The questionnaire it- 
self consisted of a series of eight sentence 
completion items such as: “When I go 
to see a doctor I feel 
“Doctors are ” and two 
direct questions asking how often doc- 
tors and dentists should be seen for 
“check-ups.” Of the 443 children whose 
parents were interviewed, 87.5 per cent 
returned completed questionnaires which 
could be analyzed. The sentence com- 
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pletion items were scored independently 
by three judges who classified responses 
to five of the eight completion items as 
showing positive affect, negative affect, 
mixed affect, or no affect. The judge’s 
classifications were identical 95 per cent 
of the time. The data were then ana- 
lyzed by comparing results in the experi- 
mental and control samples.* 


Results 


Mothers of children in both groups 
reported the same frequencies of medi- 
cal visits (for both illness and “check- 
up”) and dental visits to community 
doctors and dentists. Although chil- 
dren in the control group were reported 
to have had more medical “check-ups” 
within the year preceding the interview, 
this was probably a reflection of the 
special school examinations given them 
since there were no significant differ- 
ences in the proportion of children re- 
ported to have had “check-ups” within 
the six months preceding the interview 
(Table 2). Of more significance is the 
fact that 78 per cent of the mothers in 
the control group reported that their 
child had received a medical “check-up” 
within one year of the interview. None 
of these check-ups could have been re- 
ceived as part of the routine school 
medical program. 


* Copies of the instruments used with both 
mothers and children and a tabulation of 
responses to all questions are available on 
request to the senior author. 


VOL. 51, NO. 10, A.J.P.H. 


SCHOOL MEDICAL EXAMINATIONS 


Table 2—Reported Interval Between Interview and Last Medical “‘Check- 
Up” in Experimental and Control Groups 


Per cent Reporting “Check-Up” Within: 


6 Months 7-12 Over 12 
Group N or Less Months Months Total 
Experimental - 226 48 43 9 100 
Control 217 He 34 23 101 
Total 443 46 38 16 100 


X2 (Total distribution) =16.51 


P=: 0.01 


P (6 months or less) =-12.5 (n.s.) 


A slight difference of borderline sta- 
tistical significance in the number of 
polio shots received was reported (Table 
3). In view of the fact that polio im- 
munization was stressed each year at 
the special periodic medical examina- 
tion, it is not surprising that some dif- 
ferences between the two groups should 
be reported. A similar relationship did 
not hold with respect to dental check- 
ups (although this was also stressed at 
the special periodic medical examina- 
tion). As shown in Table 4, no differ- 
ences between experimental and control 
groups are apparent, but a highly sig- 
nificant differential by social class is 
evident. Significant differences in medi- 
cal and dental behavior by social class 
existed in every area of behavior 
probed. They were strongest in the area 
of dental care. 

The attitudes of mothers and of chil- 
dren (as reported by their mothers) 
toward medical and dental health super- 
vision and toward physicians in general 
were probed in several areas. General 
feelings about physicians, family doc- 
tors, and specialists were on the whole 
positive and did not differ significantly 
between experimental and _ control 
groups. There was some slight evidence 
of a difference in opinion as to the ideal 
frequency of dental and medical “check- 
ups” in children, but the data are con- 
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flicting. No significant difference in re- 
sponse to the question, “How often do 
you feel children of (your child’s) age 
should see a doctor (or dentist) for a 
check-up?” was apparent. However, in 
response to the question (asked at an- 
other point in the interview), “What 
do you feel is the longest time that 
should go by before (your child) should 
see a doctor (or dentist) ?,” 8.5 per cent 
of the experimental group answers were 
more favorably slanted than the control 
group answers, a difference of border- 
line statistical significance. 

The remainder of the interview dealt 
with the mothers’ knowledge of and 
attitudes toward the school health serv- 
ice itself. No differences between ex- 


Table 3—Reported Number of Polio 
Shots Received by Children in Experi- 
mental and Control Groups 


Number of Polio 
Shots Reported 


Group 1 2 3 Total 
Experimental 15 37 174 226 
Control 25 49 143 217 
Total 40 86 317 443 

X?2 = 7.03 
P =0.03 


Table 4—Reported Number of Dental “Check-Ups” Received in Past Five 
Years by Children in Experimental and Control Groups and in High and 


Low Socioeconomic Thirds 


Number of Dental Check-Ups 


Group 1-2 3-4 5 or More None Total 
Experimental 1 19 174 12 226 
Control 23 23 162 9 217 
Total 44 42 336 21 443 

(P=n.s.) 
High S-E status 4 6 136 2 148 
Low S-E status 26 18 92 12 148 
Total 30 24 228 14 296 

= 26.28 

P =<0.01 


perimental and control groups were ap- 
parent except for some slight indication 
that mothers in the experimental group 
had a more favorable impression of 
school doctors than those in the control 
group (Table 5). That some confusion 
and inconsistency existed about school 
health services in the minds of all the 
mothers queried is indicated by a sum- 
mation of responses of the total sample 
to a series of statements summarized in 
Table 6. The majority of these re- 
spondents seemed to derive some feel- 
ings of security from having a doctor in 
school who examined their children, but 
in the light of their responses to other 
items, it is difficult to explain the reasons 
for such feelings. 

The questionnaire responses of chil- 
dren in the experimental sample did 
not differ significantly from those of the 
control sample except in one respect. 
In both groups the vast majority of chil- 
dren stated that medical and dental 
check-ups should be done once or twice 
a year (Table 7). The sentence com- 
pletions reflected favorable and trust- 
ing attitudes toward doctors. Close to 
90 per cent of the children wrote that 
doctors “helped us” or “made us well” 
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or some comparable response while only 
three in the entire sample responded 
with negative affect. Almost half the 
children wrote that they felt “secure” 
or “calm because I know he will help” 
when they saw a doctor (Table 8). 
There were no differences between the 
groups in these responses. 

In response to completion items about 
women doctors and school doctors, more 
control group children wrote that they 
had never seen one or confused women 


Table 5—Response to Question: “Do you 
Feel a School Doctor Would Give Your 
Child as Good a Check-Up as Your Own 
Doctor Would?,” in Experimental and 
Control Groups 


cent cent 
Group Number Yes No Total 
Experimental 226 57 4B 100 
Control 217 46 54 100 
Total 443 52 48 100 
= 5.36 
P =0.02 
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doctors with nurses. In completing the 
statement, “The school nurse ............05 
control group children tended more to 
respond with a factual statement of her 
name or duties, while 84 per cent of the 
experimental group children responded 
with positive affect (as against 72 per 
cent of the control group children). 
Thus the questionnaires could be said 
to discriminate slightly between the two 
groups but only by virtue of the items 
which pertained directly to the four 
annual school medical examinations 
themselves. 


Discussion 


The attainment of educational objec- 
tives, particularly when they involve 
motivation and behavior, are notoriously 
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difficult to evaluate. This difficulty stems 
from the crudeness of present working 
tools of measurement. However, it is 
only by applying existing tools that they 
can be improved and refined. Con- 
clusions drawn from the data presented 
previously must be qualified. Although 
the interview and questionnaire re- 
sponses in experimental and control 
groups were not differentiable in gen- 
eral, a dogmatic assertion that periodic 
school medical examinations have no 
educational value would not be justified. 
It seems reasonable to state, however, 
that any effect of such a program upon 
the health attitudes or behavior of par- 
ents and children as a group phe- 
nomenon is neither marked nor easily 
identifiable. The annual interview with 
parents and the unusually careful health 


Table 6—Response of Total Sample to a Series of Statements About 


School Health Services 


Statement 


1. School health service’s primary job 
is to prevent spread of disease in 
schools. 


2. Medical check-ups should be given 
to all grammar school children by 
school doctor. 


3. School doctors do their best, but 
have so many to take care of that 
they cannot give a really good medi- 
cal check-up, i.e., one that can tell 
much of anything.* 


4. School medical examinations are im- 
portant mostly for children of par- 
ents who are not concerned enough 
about health 


Many people feel health is a per- 
sonal and family responsibility and 
that medical check-ups should be 
given by private doctors, not the 
school health service. 


Response (N=443) 
Per cent Per cent 
Agree Disagree Total 
76 24 100 
77 23 100 
68 32 100 
70 30 100 
33 67 100 


* Response to this statement revealed a difference between experimental and control groups of 


similar magnitude and significance to a prior question (see Table 5). 


There were no differences 


between the two groups in response to the other four statements. 
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Table 7—Percentage Distribution of Ex- 
perimental and Control Group Children 
Responses to Questions on Ideal Fre- 
quency of Medical and Dental “Check- 


U ps” 


Experimental Control 


Frequency of Group Group 
“Check-Up” (N=174) (N = 209) 
Medical 100 100 
Semiannual 71 65 
Annual 22 30 
Biannual 1 3 
“When sick” 4 2 
Not answered 2 — 
Dental 100 100 
Semiannual 88 85 
Annual 7 10 
Biannual 1 1 
“When needed” 3 3 
Not answered 1 1 


examination which these children re- 
ceived lends added weight to such a 
statement. It should also be pointed out 
that acceptance of polio vaccination (as 
well as other preventive health meas- 
ures) can be promoted among school 
children by means other than a medical 
examination. 

The perception of school health and 
physician services by mothers in our 
sample was confused. Thus they ex- 
pressed a desire to have a school physi- 
cian examine their child in spite of the 
fact that the family physician had al- 
ready done so and the belief that the 
school physician was too overworked to 
“tell much of anything” (Table 6). 
Again to the following question, “If the 
school nurse or doctor got in touch with 
you and told you something was wrong 
with your child and your own doctor 
disagreed, what would you do?,” half 
the respondents stated they would be- 
lieve their own doctor and half said 
they would consult another doctor. 
These responses can probably be ac- 
counted for by the same sort of reason- 
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ing used by Friedson and Silver to ex- 
plain the paradoxical use of outside 
medical services by medical group en- 
rollees in the Montefiore Family Health 
Maintenance Demonstration.® The ques- 
tions themselves pose ambiguous situa- 
tions in which anxiety, simple con- 
venience, and the extra insurance of 
another opinion could play a decisive 
role in decision making and thus con- 
travene straightforward logical answers. 

Three other aspects of these data de- 
serve comment. The fact that a high 
proportion of urban school children 
(whether receiving periodic school medi- 
cal examinations or not—see Table 2) 
had received a recent medical “check- 
up” was not unanticipated. Although 
previously unreported, this has been a 
constant feature of the data collected in 
Rochester. It is paralleled by similar 
findings from an _ unreported _longi- 
tudinal study in Albany, N. Y.;7 data 
collected in two rural areas in Cali- 
fornia;*® and experiences in a suburban 
county in Maryland.’ It serves to em- 
phasize the fact that the contacts of 
school children with doctors and nurses 
(in health as well as in disease) are far 
greater outside of school walls than 
within them, whether they receive regu- 


Table 8—Percentage Distribution of Ex- 
perimental and Control Group Children 
Responses to Completion of Sentence: 
“When I go to see a doctor I feel... .” 


Experimental Control 
Nature of Group Group 
Response (N=174) (N=209) 


With positive affect 49 48 
With negative affect 22 24 
With mixed affect 2 3 
Factual only (no 


affect) 24 24 
Not answered or 

illegible 2 l 
Total 99 100 
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lar annual school examinations or not. 
This implies that if a medical examina- 
tion of a school child is expected to 
“create . . . desire for preventive medi- 
cal services,” “result in changed be- 
havior,” or “contribute to pupil’s under- 
standing . . . of ways to protect and 
improve health” (hypotheses which 
badly need to be tested), the medical 
examinations done outside of school 
may be the ones on which to concentrate 
school and classroom attention. 

This inference is reinforced by the 
data which reflected a somewhat more 
favorable attitude toward school doctors 
and nurses in the experimental group on 
the part of both mothers and children. 
Since the school service extended to the 
experimental group was unusually inten- 
sive and involved the services of a 
woman doctor, the differences them- 
selves are not surprising. However, 
there is no evidence that the experiences 
and feelings generated by this special 
program were generalized to health 
services or health personnel in extra- 
mural contexts or resulted in changed 
behavior. It may be that a health ex- 
amination in a school situation by a doc- 
tor who has no relationship with the 
family or child during illness should not 
be expected to “develop feelings of re- 
spect toward physicians” in general, and 
so on, simply because the school physi- 
cian is perceived only as a part of the 
school itself and not associated with a 
broader perception of health and health 
personnel. In any case our data have 
clearly failed to support the hypotheses 
tested, 

Since there may be regional and local 
differences in health behavior and the 
extent of regular medical supervision, it 
becomes important to know the existing 
state of affairs and to design a program 
that will allow for and capitalize upon 
it. Such a flexible and realistic ap- 
proach to a school health program is 
greatly handicapped by state laws which 
mandate program details (including the 
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frequency of periodic medical examina- 
tions) on a state-wide basis. Even 
within a single city clear indications for 
varying the health program from school 
to school are bound to exist. 

Although interview responses did not 
discriminate between experimental and 
control groups, they did discriminate 
sharply between the health behavior of 
high and low socioeconomic groups. 
This serves to further reinforce the need 
for tailoring all features of a school 
health program to the individual school. 
Residential segregation of socially, eco- 
nomically, ethnically stratified 
groups is an unpleasant and unfortunate 
by-product of urban-metropolitan area 
living. Previous reports in this series 
failed to demonstrate significant differ- 
ences in the actual health of children in 
schools of differing socioeconomic neigh- 
borhoods in Rochester. However, many 
studies too numerous to cite, reinforce 
our finding that less desirable behavior 
and attitudes toward preventive services 
are found more commonly among under- 
privileged social class groups. 

In conclusion it should be emphasized 
that these study findings and implica- 
tions should not be applied to any type 
of mass rapid screening program of 
school children. Vision and _ hearing 
screening tests, for example, lend them- 
selves well to health education technics 
because of their specificity and their in- 
volvement of an entire class over a short 
time span. Neither are these findings 
applicable to intensive counseling serv- 
ices rendered by the school physican 
and nurse to the relatively small num- 
bers of selected families with special 
problems. With them, as reported pre- 
viously, a single successful result speaks 
for itself."" Above all, they are not 
applicable to school medical and health 
services for older age groups where the 
advent of adolescence with its unique 
health problems and psychology may 
call for very different programs and ap- 
proaches. 
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This study and the three previous re- 
ports in this series reflect upon the in- 
discriminate overuse of physicians and 
nurses in elementary schools during the 
so-called “middle-years” of childhood 
to examine complete grades of children 
at frequent intervals. At the least, the 
findings make it imperative for those 
who favor such a program to produce 
objective data of its case-finding and 
educational values so as to justify their 
opinions. 


Summary 


1. A sample of mothers whose chil- 
dren had received four special annual 
school examinations in the first four 
grades of elementary school and a 
sample of mothers from the same 
schools, whose children had received no 
such service, were interviewed. The 
interview probed various facets of the 
health behavior and attitudes of the 
mothers and their children. 

2. The children of the mothers inter- 
viewed were given a questionnaire in- 
tended to elicit feelings and informa- 
tion about health personnel and services. 

3. No significant differences between 
the responses of mothers or children in 
the two groups were apparent, but sig- 
nificant differences in many maternal 
responses by socioeconomic group ex- 
isted for the entire sample. 

1. The implications of these findings 
and previous reports in this series are 
discussed. The argument against fre- 
quent periodic school medical examina- 
tions in the middle childhood years is 


restated. It appears more important to 
tailor all features of a school health pro- 
gram (including the frequency of 
periodic medical examinations) to the 
needs of individual schools and the com- 
munities they serve than to follow a set 
and standardized pattern of frequent ex- 
aminations whose case-finding and edu- 
cational values are dubious. 
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More and more the potential and actual significance of the social sciences 


for an understanding of health behavior is being accepted. Three 


eminent social scientists discuss determinants of behavior and 


indicate the significance of recent studies for health 


education and health services. 


DETERMINANTS OF HEALTH BELIEFS AND BEHAVIOR 


I. PSYCHOLOGICAL DETERMINANTS 


Eugene L. Hartley, Ph.D. 


FO" A single individual, at this point 
in the twentieth century, to attempt 
to review the psychological determi- 
nants of anything is, to say the least, a 
foolhardy venture. I shall try to pro- 
vide only an orientation in the field so 
that the contributions of my research 
colleagues to the practice of health edu- 
cation may be better understood, and so 
that the contributions of my colleagues 
in this symposium may be seen to be 
securely anchored in the fundamental 
nature of man. 

Psychology has developed through its 
long history, as have all other fields of 
inquiry, and the pace in recent decades 
has shown a sharp acceleration. This 
is not the place to review that history. 
We can, however, attempt to take stock 
of the current position. Essentially, the 
psychological nature of man is seen as a 
function of his physiological nature 


Note — These three contributions were 
originally scheduled to appear together with a 
group of related papers presented at the West- 
ern Branch, APHA, as a supplement to this 
Journal, on Social Science and Public Health. 
Unforeseen difficulties made this impossible and 
the papers are now being published in succes- 
sive issues of the Journal. Several appeared in 
the September issue, and the remainder will 
appear in the November issue. 
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manifest in the basic processes of moti- 
vation, perception, and learning. All 
higher mental processes such as think- 
ing, imagining, inventing involve these 
processes in various combinations, as 
the organism interacts with its environ- 
ment. 

Since man is a biological unit, the 
basic processes are interdependent. Mo- 
tives involve learning and perception; 
learning involves motivation and _ per- 
ception; and perceiving involves our 
learnings and our motives. It is not 
surprising, therefore, to find that differ- 
ent psychologists, different students of 
man’s functioning, have chosen to start 
their systematic studies now with one, 
now with another of these basic proc- 
esses. It should be remembered, how- 
ever, that no matter with which one 
starts, the full account includes the 
others. 

We find many psychologists primarily 
oriented from an analysis of motivation. 
They start here, at a point congenial to 
“cause and effect” thinking, and look to 
the analysis of man’s needs to provide a 
basis for understanding behavior: Man 
behaves in such fashion as to satisfy his 
needs. Many psychologists orient from 


an analysis of perception. Their ap- 
proach may be characterized in the 
statement: Man behaves in accordance 
with the way in which he sees the world. 
And still other psychologists orient from 
the study of learning; from their point 
of view, apart from those changes in- 
duced by physical growth or trauma, 
man’s behavior is a function of what 
he has learned. 

It is difficult to find objective criteria 
on the basis of which we may say, with- 
out equivocation, that one approach is 
better than another. It seems that one 
chooses an approach which is personally 
congenial. Perhaps the perception- 
oriented are those who emphasize the 
rationality of man, his reasoning 
powers; while the motivation-oriented 
minimize rationality and emphasize the 
strivings, often unconscious. Since both 
man’s motives and his perceptions are 
inferred from his behavior or his words, 
and words are notoriously difficult to 
understand, we find the learning- 
oriented to be those who stress scientific 
objectivity, those who prefer to deal in 
the tangible realm of “we do this to the 
stimulus patterns and the behavior 
changes thus.” 

All three methods of approach have 
developed an extensive metapsychology 
and many interesting research findings. 
All three have developed applications 
which have proved of value. We find, 
for example, in the field of psycho- 
therapy there are the depth therapists, 
chief among whom are the psycho- 
analysts, who take a motivation ap- 
proach; the client-centered therapists 
who take a perception approach; and 
there is also a growing number of 
therapists who take a learning approach. 
Another illustration of the varieties of 
application may be found in the indus- 
trial field. Here we find market re- 
search conducted to assess consumers’ 
motivation via MR; others assess the 
image of a product or an organization 
that the consumers hold; and still others 


try to evaluate the behavioral changes 
induced by varying kinds of advertis- 
ing in a form of learning approach. 

At this point I should like to note 
that the foregoing analysis is an over- 
simplification. It does not include rep- 
resentation of those psychologists who 
stress the physiological studies or who 
take an evolutionary approach or who 
develop a developmental perspective 
through studying the growth of chil- 
dren into and through adulthood. It is, 
however, a frame of reference for uni- 
fying the widely discrepant perspectives 
of different behavioral scientists who 
contribute to the health field; and, for 
that matter, for unifying the different 
“psychologies” of those who read this 
paper. There is no real factual con- 
troversy, just differences in emphases 
and jargon. 

There is need for such unification, for 
the concept of adjustment or adaptation 
or learning is quite different if one 
starts with a learning-oriented analysis 
rather than with a motivation or percep- 
tion approach. Similarly, motivation 
and perception is not quite the same in 
the different approaches. Rather than 
try to establish one particular emphasis, 
I prefer to urge that we perceive the 
diversity that is to be found and learn 
to deal with that diversity to satisfy 
our needs. Thus, in the second Dorothy 
B. Nyswander Lecture, in May of 1958, 
Professor Gordon Allport included in 
his summation, “the alert health worker 
has no choice: from now on he must de- 
velop skill as an oculist, training himself 
to look at his spectacles and not merely 
through them... .”* This distin- 
guished psychologist chose to isolate the 
perception process for analysis in rela- 
tion to public health work. His caution 
applies whatever approach is made. In 
the October, 1958, issue of the Ameri- 


* Allport, G. W. Perception and Public 
Health. Health Education Monographs, No. 2. 
Oakland, Calif.: Society of Public Health Edu- 
cators, Inc., 1958. 
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can Journal of Public Health (48,10: 
1342-1348), Dr. Walter Hamburger 
had an interesting article on “The Psy- 
chology of Dietary Change.” In this 
paper, Dr. Hamburger summarizes the 
perspective of a psychiatrist dealing 
with emotional reactions to food; he 
offers a motivation approach as a con- 
tribution to fuller understanding of nu- 
tritional problems. The acceptance of 
these two emphases in public health 
work seems well illustrated by the title 
of a paper in the June, 1959, A.J.P.H. 
(49,6:757-761) by Edward J. Cleary 
—*Creating Public Awareness and Mo- 
tivation for Clean Streams.” The learn- 
ing approach, however, of late seems 
underrepresented. It seems to me that 
health educators ought to find or stimu- 
late or develop for themselves a more 
significant learning approach to their 
problems; not that these other ap- 
proaches do not contribute to a_psy- 
chology of learning, but rather that an 
avenue of thinking that has stimulated 
many in the field of psychology, one 
which has led to fruitful applications in 
a number of fields, might warrant ex- 
tension into public health. A direct 
approach to the modification of health 
behavior might have much to con- 
tribute. 

For a variety of reasons, we like to 
think of the unity of the individual. A 
major value in our culture, or at least 
those subcultures with which I am 
familiar, is consistency. We become 
defensive if someone challenges us on 
the grounds that we are inconsistent. 
We try to unify our knowledge and 
practice into a coherent whole. In 
studying man, we search for a_ basic 
personality pattern or character struc- 
ture which will provide a framework 
making it possible to see him as a whole 
and to understand his diverse actions 
and behaviors. These unified analyses 
serve many useful purposes, I am sure, 
but it seems to me that they are too ab- 
stract for the health educator. 


OCTOBER, 1961 


Consider the concrete behavior of a 
single individual. If anything, he is 
characterized by variability rather than 
stability. At the simplest level of motor 
action, we cannot repeat a movement 
precisely. As situations become more 
complex, the departure from identity is 
more readily apparent. We tend to 
minimize these departures because they 
seem of little significance functionally. 
That I do not brush my teeth precisely 
the same way each time is of little con- 
cern as long as I brush them well 
enough. When we move on to the social 
realm, the fact that an individual be- 
haves differently in different situations 
is often interpreted in line with our con- 
ception of the consistency of the person: 
here he could, but there he could not 
display his “real” attitudes and feel- 
ings; he knew he ought to stay on his 
diet, but he did not think an occasional 
drink would make any difference. 

Attitudes and beliefs are group 
products. They arise in groups and be- 
come relatively standardized for the 
members of the group. An individual 
by virtue of his membership in the 
group takes on the attitudes and beliefs 
common to it. In our society, we are 
members of many groups. Most of our 
groups have congruent values, but this 
is not always the case. As long as we 
do not function as members of these 
several groups at the same time, we 
need not confront their inconsistencies. 
It is only if a situation is ambiguous, so 
that it evokes both groups at the same 
time, that we will experience conflict. 
To study behaviors, values, attitudes, 
and beliefs requires that we orient 
toward the groups in which such be- 
haviors, values, attitudes, and _ beliefs 
were standardized, and study the indi- 
vidual’s psychology in relation to his 
group memberships. 

We are all familiar with contempo- 
rary “role” concepts in describing social 
behavior. You and | play many roles. 
We are not the same when attending a 


convention as we are when on our jobs; 
we are not the same at the office, at 
home, out with our friends. At the 
level of personality analysis, our various 
roles can be integrated. But our be- 
havior must be assessed, not in terms of 
the big jump from personality structure 
to the situation, but rather within the 
closer relation of our role and our be- 
havior. 

If we turn back to examination of the 
basic psychological processes, we may 
find clues to behavior in the discussions 
of transfer of training, and failures of 
transfer; in the problems of differentia- 
tion of our percepts and the variety of 
reorganizations of perceptual fields; in 
the hierarchy of canalizations, and the 
factors which differentially arouse our 
motivations. 

At the level of basic psychology, we 
recognize, regardless of orientation, that 
in different situations, the behavior po- 
tential of an individual is different. But 
at the level of personality abstraction we 
tend to see the constancies in the be- 
havior of an individual in all situations. 
At what level of psychological analysis 
should the health educator work? 

Rather than proceed with a continua- 
tion of this abstract level of presenta- 
tion, let me describe a series of studies 
that we have been conducting with stu- 
dents and associates over the past few 
years. 

In a study designed to explore the in- 
fluence of different social contexts, ex- 
perimentally established, on abilities, 
Stanley Einstein’ adopted the following 
procedure. College students were given 
ten minutes to write out about their 
families, describing the membership. 
the interrelationships, the dominant 
values, and their own special roles in 
the family. They then were given a 
standardized intelligence test. After a 
brief pause, the students were given ten 
minutes to write out a statement about 
their religious affiliations comparable to 
the statement about their families. They 
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then took a second form of the intelli- 
gence test. A second group of college 
students went through the same _pro- 
cedure, but in the reverse order. They 
first wrote out a statement about their 
religious affiliations, were tested, wrote 
about their families, and were retested. 
For each individual there were, there- 
fore, two intelligence test scores, one 
taken in the context of the family, one 
in the context of their religious affilia- 
tions. 

When the test scores were studied 
statistically it was found that the differ- 
ences were highly significant. Perform- 
ance was better on the intelligence test 
after the students had been thinking 
and writing about their families than 
after they had their religious affiliations 
called to mind. 

The phenomenon of modification of 
the subject by different reference groups 
was studied with respect to personality 
with Ronald Stark. A_ special ques- 
tionnaire was prepared based on H. A. 
Murray’s classic “Explorations in Per- 
sonality." From the list of manifest 
needs identified by Murray, a number 
were selected and the items provided in 
the book were adapted so that for each 
need there were five or six questions on 
the inventory used. Students in several 
psychology classes went through a pro- 
cedure similar to that described above 
for the study of effects on intelligence 
test performance, with the following 
differences: We used family and friends 
as the two reference groups (instead of 
family and religious affiliation), and we 
repeated the same form of the personality 


inventory (instead of having two 
forms). In the analysis of the data col- 


lected, it was found that for 11 of the 
12 needs studied, responses were sig- 
nificantly different under the two con- 
ditions. 

And a third area of response was in- 
vestigated; this time we studied con- 
sumer attitudes. Charters and New- 
comb had already demonstrated change 
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in social attitudes with modification of 
reference groups,® and we thought we 
would extend it a bit further. With 
Herbert E. Krugman, and with the as- 
sistance again of Ronald Stark, two 
interview schedules were developed for 
door-step interviewing of householders 
with respect to their car and coffee pref- 
erences. The questions designed to test 
these preferences were identical in the 
two schedules, but the introductory, 
lead-in questions were different. These 
preliminary questions related in one 
form to the neighborhood; in the other, 
to the family. In this fashion we at- 
tempted to arouse neighborhood and 
family reference groups to study the 
differences that such arousals might 
make on the attitudes subsequently ex- 
pressed. The two questionnaires were 
used with 100 alternate households in a 
postwar tract community. The differ- 
ences obtained may be illustrated by the 
following: 

Preference for small cars to big cars: 
in the context of the family, 81 per 
cent; in the context of the neighbor- 
hood, 17 per cent. 

Preference for regular coffee to in- 
stant coffee: in the context of the neigh- 
borhood, 76 per cent; in the context of 
the family. only 32 per cent. 

The results from these three studies 
were just too neat. The following year, 
with the assistance of Barbara Glazer, 
Frank Rubenfeld, and Oliver Williams, 
efforts were made to extend them, with 
modifications. A questionnaire was de- 
veloped for the evocation of “family” 
and “friends” reference groups which 
took between 45 minutes and an hour 
to fill out. This was used instead of the 
less directive, ten-minute form, of the 
earlier year. With a brief intelligence 
test. designed for industrial uses, our 
study showed no significant differences. 
Whether this was because we were evok- 
ing different reference groups for com- 
parison, or had changed the method of 
evocation or the intelligence test used 
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at this time, | cannot say. We also re- 
viewed the study of personality shifts 
using the Personal Preference Schedule 
developed by Professor Allen Edwards 
of the University of Washington. The 
testing program required four hours for 
each subject, and though several groups 
were used, the number of cases for 
whom data were complete finally, was 
only 45. Except in two cases, the dif- 
ferences obtained did not achieve sig- 
nificance by statistical test. The trends, 
however, showed that with “Friends” 
(as compared with “Family”) as the 
reference group, the needs Succorance 
and Nurturance were stronger and the 
needs Exhibition, Order, Aggression, 
Achievement and  Deference were 
weaker. 

Obviously, the research cannot stop 
here. We have to continue working on 
our methodology, and then we may be 
in a position to assess an individual’s 
profile of attitudes, characteristics, and 
skills, as they may be represented in 
relation to his various reference groups. 
Consider the individual—unless we 
know a good deal about the way his 
attitudes may shift as a function of 
whether we are dealing with him in his 
work or his family contexts, we do not 
know the most strategic ways of deal- 
ing with him. If the attitudes differ 
markedly, and often they do, then we 
would want to know in what context the 
behavior is to be elicited. If the health 
behavior is customarily expressed in 
the family milieu, health education in 
the work or recreation reference groups 
may not transfer to the critical situation. 
The problem of transfer of training 
plagued school people for many decades 
and health educators ought to profit 
from the prior history of the problem 
as well as from developments in theory. 

Remember, however much we may 
like to simplify our problems by ab- 
stractions and by dealing with groups 
large enough to blur details, to the ex- 
tent that we are concerned with indi- 


viduals, their basic characteristic is vari- 
ability. Study of their reference group 
constellations currently seems a most 
promising first order abstraction for 
ordering this variability and clarifying 
some of the functional unities. 

Now I would like to emphasize still 
another approach to understanding. If 
we phrase the question about behavior, 
not “Why does Mr. Jones do this and 
not that?” but rather, “How did it 
come about that Jones did this and not 
that?” we are likely to find ourselves 
making a developmental analysis. While 
it is true that the past is only significant 
to the extent that it is in some way rep- 
resented in the present, a complete study 
of the present is so nearly impossible 
that we may often choose to assess a 
personal history in order to estimate 
some of the factors that are presently 
represented. In our society it seems 
likely that concern for physical health 
and welfare, preventive health related 
activities, is essentially “kid stuff.” For 
the infant and very young child, par- 
ticularly in the middle class, we are 
very much concerned and recognize the 
value of precautionary measures in the 
health realm. However, as the toddler 
grows into elementary school age we 
seem to encourage him to overcome 
minor symptoms by ignoring them. 
Nursery school children are encouraged 
to stay home if they have a cold or 
even if simply tired. A high school stu- 
dent who wanted to stay home because 
he felt a cold coming on would be 
thought a malingerer. An adult worker 
who stayed away from the job or office 
with anything less than a broken leg or 
a temperature of 104° would be con- 
sidered unreliable. 

The discontinuities in our culture 
when viewed horizontally should be 
illuminated by an examination of the 
developmental sequences. Clearly in 
the field of health behavior and beliefs 
we are dealing with the kind of series 
that would represent discontinuity far 


more than continuity.” Effective health 
education programing includes concern 
with our subadult population. It be- 
hooves us to pay more attention to the 
identification of the strategic points of 
change, to the places where disconti- 
nuity develops from what is very often 
at first a positive set for sound health 
behaviors, to the later adult negative 
orientations which provide the health 
educator with challenge and, all too 
often, frustration. 

Perhaps at this point it would be help- 
ful if I were to summarize the key 
points I have been trying to identify 
before deferring to my colleagues. 

First, 1 suggest that the apparently 
different psychological theories repre- 
sent differences in point of departure 
and emphasis in studying man, rather 
than factual controversy. There should 
be relatively little difficulty in integrat- 
ing contributions from all camps. 

Second, I should like to underscore 
the common observation that the essen- 
tial character of human behavior in- 
volves variability not only between in- 
dividuals, but also in observing the be- 
havior of the same individual in dif- 
ferent contexts, at different times. 

Third, it is suggested that the concept 
of reference groups is helpful in pro- 
viding a basis for organizing some of 
the variabilities noted and for identify- 
ing the real nature of some of the prob- 
lems that confront us in understanding 
behavior and in trying to influence it. 

Finally, it seems to me that we have 
had considerable success in many 
groups in developing appropriate atti- 
tudes toward the health of very young 
children, and among these children 
toward good health practices. (Of 
course there is still more work to be 
done there, but comparatively, it is 
good.) By studying more carefully 
how these good beginnings are diverted 
and at times lost in the course of de- 
velopment, we may be able to locate 
strategic points for improved program- 
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ing, as well as develop increased under- 
standing of the resistances encountered 
in adults. 
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Il. SOCIOLOGICAL DETERMINANTS 


Robert Straus, Ph.D. 


pre the last ten to fifteen years, 
roughly the period since World 
War II, we have been experiencing four 
interesting movements, each of which is 
highly significant to the consideration 
of our topic—determinants of health be- 
liefs and behavior. While each of these 
movements can be distinguished from 
the others, all are interdependent. 
First, the social sciences have “dis- 
covered” the phenomena of health and 
medicine and have identified these phe- 
nomena as a highly significant system 
of human behavior. Perhaps this state- 
ment is not quite fair to the psycholo- 
gists and anthropologists, but a review 
of general sociological writings prior to 
1945 will find relatively few references 
to health or medicine. Second, medicine 
has discovered or perhaps it would be 
fairer to say rediscovered the social 
sciences. Emerging from a long pre- 
occupation with the organic aspects of 
disease and from concentration on the 
treatment of specific etiology, medicine 
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is once again recognizing the basic 
interaction among organic, emotional, 
social, and cultural factors in the 
etiology, course, and management of 
health problems. Third, the social sci- 
ences, in part as a result of their interest 
in health behavior, have begun to 
recognize their own interdependence on 
each other and the basic interaction of 
the psychological, social, and cultural 
phenomena with which they deal. As a 
result, there is developing an increasing 
amount of joint research and other ac- 
tivity among psychologists, anthropolo- 
sociologists, physiologists and 
others, all of whom are concerned with 
striving toward a science of human be- 
havior. 

Finally, the organization of medical 
education and medical practice is in a 
state of ferment and is undergoing re- 
organization in response to more holistic 
theories and concepts of disease and is 
evolving toward a pattern of theory and 
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practice often referred to as comprehen- 
sive medicine. 

As a sociologist engaged in the study 
of health beliefs and behavior, I have 
become increasingly impressed with the 
limitations of a strictly sociological ap- 
proach, for | have found that sociologi- 
cal phenomena are meaningful only as 
they interact with the physiological, the 
biological, the psychological or emo- 
tional, the cultural, and the environ- 
mental determinants of behavior. Be- 
havior can be depicted as a constantly 
interacting system representing all of 
these phenomena in which changes in 
any particular area are influenced by 
and in turn bring about changes in 
other areas as man seeks a degree of 
equilibrium which can be defined as 
health. 

Health is a relative term describing 
the degree of harmony which an indi- 
vidual is able to achieve in a particular 
physical, social, or cultural environment 
and in light of his own unique bio- 
logical and psychological characteristics. 
As Rene Dubos has suggested “health 
and happiness cannot be absolute and 
permanent values, however careful the 
social and medical planning. Biological 
success in all its manifestations is a 
measure of fitness, and fitness requires 
never-ending efforts of adaptation to the 
total environment, which is ever-chang- 
ing.””? 

Having asserted my strong prejudice 
in favor of an integrated or holistic 
theory of behavior, I shall feel less un- 
comfortable talking about sociological 
determinants of behavior per se. 

Man is a social creature and many of 
his needs are met through his interac- 
tion with other human beings. High in 
the hierarchy of sociological determi- 
nants of behavior one would list the be- 
havior of his reference groups, his 
family, his age peers, those of the same 
sex, those belonging to the same social 
stratification group as identified by a 
cluster of social and economic variables, 


the residents of his neighborhood, the 
members of his church, his fellow em- 
ployees or those engaging in the same 
occupation, and finally those persons 
who share a common cultural heritage 
as defined by ethnic or regional criteria. 

Koos in his pioneer study “The 

Health of Regionville” provides several 
striking illustrations of the influence of 
reference group behavior on the way in 
which an individual responds to a 
health problem. For example, there is 
the class I (upper class) mother’s ex- 
planation of why she asked a physician 
to make a house call when her son had 
chickenpox—“When I was little, we 
didn’t have the doctor as much as we 
do today. I know we never had the 
doctor for the mumps, chickenpox, and 
the like. Now we do. ...I don’t 
think it’s because the diseases are any 
worse, and I’m not much worried about 
them, but it’s just something you are ex- 
pected to do. If I go to the bridge club 
and say that Jimmy’s in bed with the 
chickenpox, but that I haven't called the 
doctor in to see him, I know the girls 
will all think I’m neglecting him. 
No, I don’t think that it’s that they 
think the chickenpox is any more serious 
than I do, but it’s the way we all do 
things—hbecause the others do... . I 
know some of the girls don’t think that 
they need a baby doctor regularly, but 
they go along—because it’s what we all 
think we’re supposed to do”; or the case 
of the class III (lower class) housewife 
— I'd look silly, wouldn’t I, going to 
see a doctor for a backache. My mother 
always had a backache, as long as | can 
remember, and didn’t do anything 
about it... . If I went to the doctor 
for that, my friends would hoot me out 
of town. 

Koos clearly demonstrates that objec- 
tive criteria regarding the relative 
seriousness of an illness are often quite 
unrelated to the way in which people 
will respond to or even recognize their 
own health problems. 
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The importance of the reference group 
is further illustrated by the common 
mother-child conflict over behavior 
which mother may consider important 
to health. Take for example the little 
boy who refuses to wear his rubbers in 
the rain. Mother is concerned about 
wet feet and chilling and the possibility 
of upper respiratory infection. Her 
nine-year-old son is more concerned 
about ridicule which the wearing of 
rubbers will elicit from his age peers. 
Mother may also be concerned because 
she fears the censure of other mothers 
if her little boy does not wear rubbers. 
Here we have a conflict of reference 
groups. From the point of view of 
total health, it may well be that the 
son is right when he insists on acknowl- 
edging the pressures of his own refer- 
ence group. Ridicule of his peers may 
be a much greater threat to his health 
than a common cold. Whether defined 
by church, by occupation, by family, by 
neighborhood, by age or sex, the beliefs 
held by those with whom the individual 
identifies and the sanctions exerted by 
the group toward conformity with these 
beliefs have great influence on indi- 
vidual behavior. 

Historians, archeologists, and anthro- 
pologists have described the great 
variety of responses which man in dif- 
ferent historical periods and in differ- 
ent areas of the world has developed for 
meeting particular types of health prob- 
lems. While we are accustomed to 
thinking of bizarre and exotic behavior 
with respect to so-called primitive man. 
we are loath to acknowledge that almost 
every mode of dealing with a health 
problem which has been identified in 
historical and cross-cultural research has 
its counterpart in the great variety of 
responses manifested by the population 
of a contemporary community in our 
own culture. Nor are these responses 
always limited to the uneducated or the 
lower socioeconomic groups. For con- 
venience of classification, we can cite 
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four alternative systems of response to 
illness which although overlapping help 
to delineate the variety of forces which 
influence modern health beliefs and be- 
havior. 

First, we should mention the vast 
complex of technology, skill, tested and 
varified method, apparatus, buildings, 
and highly skilled individuals with 
specialized roles which we have come to 
know as modern medicine or medical 
science. In spite of the great respect 
with which medical science is held, 
there are segments of our population, 
including those living in modern urban 
communities, who rarely or never utilize 
the services of medical science, and it is 
rare indeed to find an individual who 
relies entirely on scientific medicine in 
his responses to health problems. 

A second major category of responses 
can be called faith medicine. This is a 
broad category and covers a range ex- 
tending from elaborate rituals associated 
with the specific beliefs of particular 
religious groups to a less specific form 
of faith in which the individual may de- 
pend upon a greater power to help him 
avoid illness or achieve recovery from 
disease or injury. Sometimes faith 
medicine conflicts directly with scientific 
medicine. Such conflict is most overt 
when religious leaders who double in 
brass as healers of the body and soul 
compete directly with medical practi- 
tioners. More frequently than not, how- 
ever, faith medicine and scientific medi- 
cine are thought to be compatible and 
appropriate partners. kor example, a 
recent president of the American Medi- 
cal Association speaking before a dis- 
tinguished gathering was quoted by the 
Associated Press: physician who 
walks into a sick room is not alone. He 
can only minister to the ailing person 
with the material tools of scientific 
medicine—his faith in a high power 
does the rest.” 

Many patients, no matter what their 
particular religious leanings, will resort 
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to prayer as well as medical science 
when faced with serious illness. Even 
those religious groups which ordinarily 
reject scientific medicine may call upon 
its resources in time of crisis. For ex- 
ample, | once met a college friend who 
| had known as a devout Christian 
Scientist. He appeared distressed, and 
on questioning revealed that a younger 
brother back home in Cleveland was 
hospitalized with a case of acute ap- 
pendicitis complicated by peritonitis. As 
he went on, he indicated that he really 
should not be worried because several of 
the best Christian Scientist practitioners 
in three communities had been asked to 
“work on” this problem, and besides he 
added quite sincerely, “We have the 
best surgeon in Cleveland.” 

A third alternative system of dealing 
with health problems is one which most 
of us call upon day in and day out. This 
is our folk medicine—that complex of 
beliefs and remedies located on the 
kitchen shelves and in the medicine 
cabinets of nearly every household, 
which reflect the responses we have 
learned from our parents and they from 
their parents often extending many gen- 
erations back. As older folk remedies 
are given up, new ones appear daily in 
the form of proprietary remedies which 
are so attractively displayed in every 
pharmacy, and the benefits of which are 
extolled in our newspapers, magazines, 
on radio and television. Folk medicine 
may or may not compete directly with 
medical science. Some folk remedies 
have been derived from medical science, 
others have been adopted by medical 
science, but there are many others 
which must be classified as having no 
scientific validity or even as contradict- 
ing scientific knowledge. 

The fourth alternative response to ill- 
ness can perhaps be called pseudo-medi- 
cine. This is represented by those 
specialists and nostrums which scientific 
medicine rejects, but which are rep- 
resented in such a way that they are 


not differentiated from medical science 
by a large segment of the population. 
Included here are the chiropractors, the 
naturopaths, and the vast variety of 
nonspecific remedies which are rep- 
resented as providing specific cures. 
Pseudo-medicine is often in direct con- 
flict with medical science. 

A recent example of the utilization of 
several alternative responses to a health 
problem was seen in a middle-aged 
woman who was visiting an internist be- 
cause of chronic bronchial distress. On 
entering the internist’s waiting room, 
the patient crossed herself, and on tak- 
ing a seat she was seen to bow her head 
and appeared to be engaging in prayer. 
A few minutes later when the nurse had 
gone out of the room, the patient re- 
moved from her handbag a little con- 
tainer, struck a match to it, and thereby 
produced some black smoke and strong 
noxious fumes (undoubtedly  stramo- 
nium) which she inhaled deeply. Then 
she quickly put the lid on the container 
and returned it to her purse. A few 
minutes later she was called to see the 
physician, and for the time being at 
least transferred her reliance from faith 
and folk medicine to a representative 
of medical science. This particular pa- 
tient did not appear to be favoring any 
one of her three systems of response 
over the other. She was relying on all 
three because all three were compatible 
with her own particular beliefs and very 
likely were supported by those of her 
reference groups. Should she find re- 
lief, she might well give credit to any 
or all of her modes of response. 

Folk medicine and faith medicine 
frequently conflict with medical science 
when dependence upon them involves a 
delay or omission in taking advantage 
of scientific responses to serious disease. 

In such instances, temporary reliance 
on a nonscientific response may some- 
times cause deep tragedy. A middle- 
aged man was seen in a tumor clinic 
with an advanced carcinoma of the rec- 
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tum. This patient had been seen in the 
same clinic two and a half years earlier 
and had been advised to undergo sur- 
gery for what was then diagnosed as a 
small polyp. The man had gone away 
with this advice and had not been seen 
in the interim. When questioned con- 
cerning his delay in seeking surgery. 
the patient’s explanation went some- 
thing as follows: “Well,” he said, “I’ve 
had quite a bit of experience with 
doctors, and sometimes they have helped 
me and sometimes they haven't, and 
that was pretty serious advice they gave 
me then. No one wants to undergo the 
knife if he doesn’t have to. A fellow 
has to have a little faith once in a while. 
A fellow has to take a chance.” He then 
described how he had discussed his 
symptoms and his advice with members 
of his family and friends. A neighbor 
was found who had had similar symp- 
toms and who had been getting along 
fine for a period of time on a diet of 
All-Bran for breakfast each morning. 
The patient decided that he too would 
try out this folk remedy and see if it 
could help him. To use All-Bran for 
breakfast was certainly a far more ac- 
ceptable and less frightening response 
than surgery. For a period of time the 
All-Bran regime seemed to help, but 
then other more serious symptoms had 
appeared and the patient was now ready 
to accept the prescriptions of scientific 
medicine. It is probably worth men- 
tioning that my own interpretation of 
this situation as an example of alterna- 
tive responses to illness, in which the 
patient was acting in good faith accord- 
ing to his own experience and belief, 
was not shared by the surgeon who 
characterized the case to his students as 
a prime example of a noncooperative 
patient. 

Still another example of alternative 
responses is furnished by G. Morris 
Carstairs in his fascinating paper on 
“Medicine and Faith in Rural Rajas- 
than.” Describing his five-month stay 
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in a small village, Carstairs says, “I 
carried on a small and intermittent dis- 
pensary practice; but I didn’t realize 
that my remedies were only one of sev- 
eral sorts of healing, and by no means 
the most popular. My village friends 
were not narrow minded; they were 
willing to give my sort of medicine a 
trial, but they did expect immediate re- 
sults. This did not mean that they al- 
ways demanded immediate results from 
their own forms of cure—but that was 
a different matter, because they already 
had faith in these, and so once the con- 
dition was diagnosed and a prescrip- 
tion given, they felt assured that the 
correct steps had been taken and the 
recovery was bound to follow. My sort 
of medicine carried no such aura of 
conviction, and therefore it was re- 
quired to justify itself dramatically and 
without delay.”* Carstairs quite quickly 
recognized the concept of alternative 
responses and learned that in order to 
gain acceptance for his kind of medi- 
cine, it had to be presented in a context 
compatible with prevailing cultural be- 
liefs. 

In this review of sociological consid- 
erations significant to the understanding 
of human response to illness, we have 
quite intentionally avoided any attempt 
to differentiate sharply between the psy- 
chological, the sociological, or the cul- 
tural. There are a wide variety of 
sociological phenomena which are sig- 
nificant determinants of health beliefs 
and behavior. The identification and 
understanding of these can contribute to 
a better understanding of human be- 
havior, it can sharpen our understand- 
ing of sociological process, and together 
with similar insights developing in psy- 
chology, anthropology, the biological 
sciences, and in the fields of clinical 
medicine, can contribute to a generic 
understanding of human response to ill- 
ness and a more comprehensive and 
effective approach to the provision of 
medical care. 
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iil. CULTURAL DETERMINANTS 


Margaret Mead, Ph.D. 


|" Is impossible to go directly from a 
theory of individual psychology to a 
public health education program without 
involving the particular cultural back- 
grounds of the educators and those who 
are to be educated. Theories of incen- 
tives, responses to reward or punish- 
ment, ability of individuals to take pre- 
cautions or perform acts which have no 
immediate repercussions, and so on, all 
have to be stated in particular cultural 
terms. Some of the larger cultural 
issues which are relevant to public 
health lie in the field of religious belief. 
The response to public health education 
will be very different among those who 
regard this world as a training ground 
for heaven, those whose whole ethical 
attention is focused on life on earth, and 
those, comprising a very large section of 
mankind, who believe in. some form of 
reincarnation. If one’s terrestrial body 
now in the twentieth century is the only 
body one will ever have, obviously it 
will be viewed very differently from a 
body which is just one of an un- 
numbered series of bodies. If the indi- 
vidual is conceived as having only one 
meaningful existence, physical vigor 


and longevity become of paramount im- 
portance, and so living to be 80 and 
keeping one’s teeth, or one’s mind fresh 
may become overriding values. Such 
culturally determined attitudes affect 
the way in which infant deaths are re- 
garded: a stay on earth, however brief. 
may be a first step toward heaven, a 
first validation of a long individual ex- 
istence, or the newborn’s only chance 
to be a person. Whether priority is given 
to the needs of mother or of child, in an 
obstetrical emergency, will also be 
partly determined by the relative value 
placed on a human being who has sur- 
vived to adulthood versus one who 
has not yet had a chance to live. 
Although such contrasts in attitude 
are dramatized by differences in belief 
between the religions of the West, those 
secularized westerners who have no re- 
ligious belief, and the great religions 
of the East, they are found on a less 
dramatic scale in western countries. (A 
recent survey in England by Geoffrey 
Gorer revealed that one out of seven of 
the respondents believed in some sort 
of reincarnation, and the different em- 
phases on the importance of life span is 
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marked among different religious groups 
in the United States.) 

Similarly, the way a given people feel 
about the body—as the root of evil, the 
temple of the spirit of God, a prison for 
the soul, or coterminous with man’s 
identity—will determine the framework 
within which health measures can be 
conceived and carried out. Whether an 
individual is the keeper of his own 
safety and dignity, or relies on his kin 
or his tribe, or his village mates, or the 
members of his profession to protect 
him will be a factor in whether a people 
are willing to assume responsibility for 
social programs, where complete par- 
ticipation is necessary if anyone is to be 
safe. Whether a people are accustomed 
to plan for a long or a short future, to 
take precautions against disaster, or 
merely to pick up the pieces and ap- 
pease the gods after the disaster has oc- 
curred will determine what sorts of 
preventive and precautionary measures 
can be embodied in a public health 
program. 

These are the larger issues, and within 
any culture which has been properly 
mapped for this basic framework sig- 
nificant for public health, it is then pos- 
sible to go and place the public health 
official and the public health educator 
within the appropriate context. 

With a changing culture, like that of 
the United States, we have those who 
are activated by the desire to change the 
system—for the good of its members— 
as well as those who play upon the weak- 
nesses of the system in promoting fear, 
hatred, and despair, and those who cater 
to impulse without a sense of responsi- 
bility for the well-being of those who 
eat their delicious, but possibly non- 
nutritious food or indulge in other ac- 
tivities, pleasant at the time but contain- 
ing dangerous implications of addiction, 
or physical or mental damage. One of 
the principal problems for health edu- 
cators—especially within a self-conscious 
and rapidly changing culture like the 
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United States—is whether they are to 
take the role of reformers, treating detri- 
mental health practices in the same tone 
of voice as our ancestors treated sin, or 
the role of responsible conservers, in 
which our health will be treated as a 
valuable resource, to take its place be- 
side other resources such as the imagina- 
tion, inventiveness and daring of our 
people, their capacity for delight, their 
willingness to sacrifice for the future, 
and so forth. If this position is taken, 
public health becomes a responsible, con- 
serving institution—comparable to our 
courts or our universities. 

In the past, two tendencies have been 
represented in the field of public health, 
as well as in such fields as nutrition, 
housing, pediatrics, and universal edu- 
cation. There have been the great in- 
novators and leaders whose imagination 
has been caught by the possibilities for 
social action to apply new scientific dis- 
coveries for the betterment of mankind 
—to purify their water, balance their 
diets, develop their minds, and the like. 
These leaders have usually had the 
warmth and breadth necessary to em- 
brace the whole of mankind—at least 
as seen within their own culture—their 
foibles and simple desires as well as 
their deeper needs and sterner purposes. 
They have not seen purifying water and 
inoculating infants as measures which 
it was difficult to persuade a frivolous 
and pleasure-loving mankind to take, 
but rather as new possibilities which 
would make it possible for men—now 
free from typhoid and smallpox and 
dysentery and malaria—to attain greater 
fulfillment. Seen in this way, all of the 
great new applications of science to the 
well-being of mankind can compete 
successfully for the professional services 
of the individual who would otherwise 
find his rewards in the cure of the sick 
and the education of the individually 
ignorant. 

But there is a second tendency in all 
these fields, and that is the danger that 


‘ 


they will attract those whose primary 
motivation is aimed at the control of 
men’s impulses—when these impulses 
are seen as the root of all evil. Such 
an approach sees the human race as 
without social responsibility for the 
group, themselves or their children, 
heedless of the needs for pure water and 
pure air, for adequate housing, a bal- 
anced diet, precautionary immuniza- 
tions, temperance or abstinence from 
wine, women, and song—a people who 
have to be cajoled, threatened, per- 
suaded and coerced into “living right,” 
that is, into a life without pleasure which 
will somehow insure health. The con- 
sequences of such an approach are well 
known in the health field—food should 
be thought of primarily as nutrition, 
kissing becomes suspect as a method of 
spreading disease, physical education is 
a way of working up a sufficient supply 
of undesired perspiration, bathing has a 
faint odor of carbolic soap, and sleep is 
a matter of getting enough of it to be 
ready for the duties of the next day. 

These partial appeals to overactive 
conscience breed their own response in 
the population, a distrust and deep 
boredom with the exhortations of health 
educators, just as all preachments which 
substitute rules of external control and 
denial of part of the self tend to do. 

It becomes a cultural problem for 
health educators in a culture like ours 
to incorporate into their appeals a re- 
spect for the wholeness of human beings, 
which includes the capacity to enjoy de- 
light, risk, and total commitment in the 
face of danger. 

Too often the issue is discussed in- 
stead in terms of threats and the extent 
to which a threat can be made real. 
“If I may get sick this week, or next 
month, if my community or my child 


may be threatened by an epidemic,” 
then an appeal can be seen as real. 
But the use of threats, which play upon 
fear and self-interest, is equally avail- 
able to those who become the most ac- 
tive opponents of public health meas- 
ures, who instead of being afraid of 
tooth decay become frightened of fluo- 
rine—as an unnatural poison, or medi- 
cine given to the “well,” which will of 
course make them “sick”; who instead 
of being afraid their children will get 
smallpox become afraid of vaccination. 
So we are told, “It may be your own 
life you save” to which the other appro- 
priate answer may be, “Yes, and it may 
be my own life I lose.” We are told to 
“Fight Back at Cancer,” “Give to Con- 
quer Cancer,” “Give to defeat Muscular 
Dystrophy,” and “M. D. (Muscular 
Dystrophy) Cripples and Eventually 
Kills,” in which diseases are treated, 
completely irrationally, as mythical 
dragons to be slain—and then we are 
surprised when people behave irration- 
ally, think “going to a doctor might 
give me cancer,” or that “the man 
who goes to a psychiatrist ought to have 
his head examined.” 

The introduction into public health 
education of a careful knowledge of the 
culturally determined character struc- 
ture of a given people—which often in- 
volves a knowledge of local region, class, 
and occupation and ethnic origin, re- 
ligion and even politics as well—can 
provide a framework for educational 
programs which neither align the health 
educator with those who basically dis- 
trust the body’s capacity for pleasure 
and the mind’s capacity to take risks 
nor with deep human irrationalities of 
fear and hate, which, when stimulated. 
work as much against the program as 
they work for it. 


Miss Mead is curator of Pacific ethnology, American Museum of Natural 


History, New York, N. Y. 
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Here is an ingenious and provocative analysis of health education in 


epidemiologic terms. Read it and see whether or not you agree. 


It certainly raises interesting questions. 


AN EPIDEMIOLOGIC APPROACH TO 


HEALTH EDUCATION 


Alvin R. Leonard, M.D., M.P.H., F.A.P.H.A., and Mary F. Arnold, Dr.P.H., F.A.P.H.A. 


|" RECENT years, working concepts of 
epidemiology have broadened beyond 
consideration of infectious disease so 
that now, as defined by Maxcy,' the 
term means “that field of medical sci- 
ence which is concerned with the rela- 
tionships of the various factors and con- 
ditions which determine the frequencies 
and distributions of an infectious dis- 
ease process, disease, or a physiologic 
state in a human community.” It is 
commonly recognized that these factors 
and conditions may appear as varying 
influences on the host, on the disease- 
producing agent, or on the environment 
that brings the agent and the host 
together. This epidemiologic approach 
has been used to advantage in studies 
of mental health and disease,*:* accident 
causation,* nutrition,® and other non- 
communicable conditions.® In fact, any 
process involving interaction of man 
and his environment (ecology) may be 
so analyzed. Thus, we might undertake 
to study the epidemiology of good 
health, of social attitudes, or of patterns 
of social behavior. The learning proc- 
ess, too, involves sets of conditions that 
affect the host (the person learning), 
the agent (the material to be learned), 
and the environment (the situation 
bringing these two together). In this 
paper we will look at some of the simi- 
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larities between those factors that are of 
epidemiologic importance in the disease 
process and those influences, of equal 
importance, that affect the learning 
process. 

Learning is a dynamic process 
whereby an individual assimilates new 
information into the mosaic of his pre- 
viously acquired knowledge and experi- 
ence with that knowledge. Psychologi- 
cally, as well as physiologically, the in- 
dividual is a product of his biologic or 
genetic inheritance and the environ- 
mental experiences to which he has been 
exposed. Thus, each person brings to 
his “present” the result of his past ex- 
periences. He has learned ways of 
doing things that are comfortable for 
him, to avoid those acts resulting in dis- 
comfort, and to seek out those things 
giving him the greatest satisfactions. 
New experiences or information in 
order to “take” must fit logically into 
this complex of previously acquired at- 
titudes, beliefs, and action patterns. 
When new knowledge does not reinforce 
past experience, adjustments have to be 
made. Sometimes, the new experience 
or information is distorted to fit the 
pre-existing pattern, sometimes addi- 
tional information is sought, and some- 
times the new information is rejected.*-® 
However, the existing psychological pat- 


tern is not static, but is constantly shift- 
ing as the individual seeks to satisfy 
changing and varying needs. Motiva- 
tion comes from within the learner—it 
is not an outside force brought to bear 
upon him. It is this focusing of energy 
toward satisfying experiences that is mo- 
tivation, and it, too, is a changing 
dynamic as the individual experiences 
new and different situations. 

Learning is done by the learner. The 
educator can do no more than provide 
opportunities for another person to as- 
similate new experiences or new in- 
formation, hopefully, in a way that will 
provide him with newly satisfying ways 
of acting. Our concern in public health 
is not merely that people know about 
good health practice, but that they act 

‘accordingly. Hence, the dynamics of 
the educational processes assume an im- 
portance equivalent to the dynamics of 
disease processes in achieving public 
health goals. Epidemiologic analysis of 
disease processes has provided us with 
useful clues as to their dynamics and 
has enabled us to find ways of altering 
the relationships between host, agent, 
and environment in order to prevent 
disease. A similar analysis of the learn- 
ing process may suggest ways of 
strengthening educational situations by 
providing better understanding of factors 
involved in the educational process. 


Host Factors 


In this conceptual framework, one 
may study the influence of a number of 
relevant host factors such as the physi- 
cal state (including nutrition, fatigue, 
acuity of vision, and hearing), as well 
as other factors such as age, sex, socio- 
economic status, and previous experi- 
ence with the process. The equipment 
the host brings to the process, including 
motivation, physiological and _psycho- 
logical needs, existing attitudes and 
beliefs, may be analogous to the host’s 
state of readiness to encounter and cope 


with an infectious organism. Previous 
experience and mental set may result in 
resistance to learning new concepts, so 
that in some hosts or population groups 
even the most potent educational ma- 
terial may not “take.” Some hosts may 
even develop a strong hypersensitivity to 
those things which are threatening to 
their psychological equilibrium. 

Another factor in susceptibility is the 
host’s attention, which is usually focused 
on those aspects of his environment 
which are currently important to him, 
while other parts of the environment 
fade into the background. 

Suspectibility of the host to learning 
varies not only with host factors such as 
age and sex, but also with variables 
such as time and place. Parents of 
teen-agers, for example, are quite aware 
that interests and satisfactions of the 
teen-age population are vastly different 
from those of their parents. Topics dis- 
cussed at the Ladies’ Bridge Club do not 
usually resemble those discussed at the 
Elk’s Club. Information about where 
and how people live, work, and play is, 
therefore, useful not only for adminis- 
trative convenience in contacting them, 
but, also, in providing valuable leads 
about previous experience or exposure 
that the host population may have had 
with the materials we wish to present, 
and in giving some idea of the host 
population’s susceptibility to that ma- 
terial. 

Just as different hosts present differ- 
ent kinds of resistance to an infectious 
agent, so are there variations in barriers, 
both physiological and psychological, 
which must be passed in order for edu- 
cational material to gain access to the 
host. These are perceptual thresholds 
and include hearing, sight, and intelli- 
gence, as well as psychological defense 
mechanisms.'® These psychological mech- 
anisms have been developed through 
experience which has taught the host 
to screen out those things likely to dis- 
turb his present ways of relating to the 
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world. For example, a campaign to in- 
troduce the consumption of horse meat 
in the United States would almost be 
doomed to failure in spite of nutritional 
and economic soundness. Aversion to 
eating horse meat is a cultural phe- 
nomenon. In many public health pro- 
grams less obvious aspects of this 
phenomenon may exist, making the par- 
ticular health information distasteful or 
unacceptable to the persons one wishes 
to reach. Lack of perception of this fact 
results in bewilderment at the failure of 
many health education campaigns. 


Agent Factors 


The agent in this process is the educa- 
tional material, and if it “takes,” the 
knowledge and information will cause 
changes in attitudes, beliefs, and be- 
havior which should be observable and 
measurable, as are commonly used in- 
dexes of infection, such as the tuber- 
culin test or the serologic test for syphilis. 
While not completely analogous, one 
may draw a parallel between the long- 
term bodily changes occurring in active 
immunity after an effective exposure to 
an antigen, and real education resulting 
in long-term changes in beliefs and atti- 
tudes. On the other hand, passive im- 
munity with only temporary changes in 
the body’s defense mechanisms may be 
compared with the type of “rote” learn- 
ing which occurs in many classrooms, 
only to be forgotten by the students as 
soon as the final examination is over. 
Questions, similar to those asked about 
the infectious agent can be posed for 
the educational agent. Is it potent? Is 
it easily transmissible? Is it broadly 
infectious (of interest to the learner) 
under a variety of conditions or only 
in special circumstances? Is it easily 
neutralized by competing agents or dis- 
tractions? Does it become attenuated 
or strengthened as it passes through the 
population? Is it sterile or does it 
possess viability ? 
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The agent may reach the host in a 
variety of forms It may be in the form 
of written or spoken words, pictures, or 
as visually observed actions of others. 
But, in whatever form it comes, it must 
be able to find a portal of entry to the 
host. When one attempts to improve 
the readability of a pamphlet, this 
means an attempt to put the written in- 
formation into a form the host will be 
able to read with understanding—in 
other words, so that it will pass certain 
of the above-mentioned perceptual bar- 
riers of the host. 

Information can mutate just as dis- 
ease organisms do.’ The parlor game 
of passing a sentence along a line of 
people results in changes in that in- 
formation. One of the questions that 
might be asked is, “Are there any par- 
ticular patterns to the way information 
is changed as it is passed on from host 
to host?” The study of the Orson 
Welles’s “War of the World”!? (inva- 
sion from Mars) radio program showed 
that as changing information was passed 
on from host to host, it became more 
virulent in its form, until there was 
hysteria and panic. On the other hand, 
one might say that information intended 
to create action in the civil defense field 
has become attenuated as it has passed 
from civil defense officials to the general 
public. 

Dosage or amount of exposure, as 
well as virulence or intensity of the 
message, are also important.’® If every 
medium of communication is used, it is 
more likely that the information will 
reach the particular person for whom it 
is intended. However, this is not a 
simple relationship. The host’s attention 
and resistance, the presence of compet- 
ing messages, and other situational 
factors may determine whether the mes- 
sage is received. 

In this process the educator can be 
imagined as the vector, and the cycle 
will be affected by his skills, tenacity, 
capacity to transmit under a variety of 
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circumstances, and by his ability to gain 
access, either directly or indirectly, to 
the portal of entry. The vector may also 
be, and in fact more usually is, a col- 
league, a parent, a friend, or a neigh- 
bor. Katz and Lazarsfeld'* in their 
study of opinion leaders have provided 
examples of how information about 
fashion and marketing carried 
through certain individuals in the com- 
munity. Knowledge of the habits and 
characteristics of the vectors of informa- 
tion are useful in any educational pro- 
gram. 


Environmental Factors 


A study of the environment should, of 
course, include the physical conditions 
in which the process takes place, such as 
temperature, humidity, noise level, and 
state of illumination. A hot, stuffy room 
or uncomfortable seating arrangement 
can keep the most interested person 
from paying attention to the material 
being presented. Just as information 
must be compatible with the host’s psy- 
chological make-up, so, also, must it be 
compatible with the environmental situa- 
tion. People are ‘not apt to listen to a 
serious lecture while they are watching 
a baseball game. Even more important, 
however, may be the psychological and 
social environments which affect the 
state of readiness of the host to receive 
the educational material. For example, 
a society or a subculture with strong 
anti-intellectual trends, placing a low 
value on educational attainment, in all 
likelihood is not conducive to education 
emphasizing scientific information; 
while in all probability, the reverse will 
be the case when society places a high 
value upon intellectual attainment. 
Opinions, attitudes, and beliefs, as well 
as similar experiences, are shared among 
groups of people, and this factor of 
mutual dependence and support can 
either facilitate or be a deterrent to the 
learning process. Psychological equilib- 


rium requires a stable environment 
with sound expectations of what others 
will do and will expect. One’s actions, 
therefore, are somewhat dependent on 
whether he feels that those persons with 
whom he is associated will approve or 
disapprove. 


Planning for Education 


How can this analogy to the epi- 
demiology of disease be of use in the 
educational aspects of public health pro- 
grams? In the case of disease, one at- 
tempts to make the host more resistant, 
to decrease the virulence of the agent, or 
to create a barrier in the environment 
which will prevent the agent from reach- 
ing the host. In the case of education, 
the goal is just the reverse; one wants 
the agent to reach the host and to create 
behavior change. Methods of disease 
control are adapted to the particular 
disease, and methods of education must 
also differ, depending upon the par- 
ticular educational goal. 

From this point of view, a variety of 
educational processes, ranging from the 
relatively simple to the complex, may be 
analyzed. For example, the infant who 
touches a hot stove usually learns so 
effectively from this one experience that 
his behavior regarding touching a hot 
stove is permanently changed. This is 
education on a relatively primitive level. 
In contrast to this, the process of learn- 
ing to read involves a variety of host 
factors as well as agent and environ- 
mental factors; and, in any given case, 
the ease or difficulty with which the task 
is mastered can be related, with appro- 
priate analysis, to these factors. 

An even more complex educational 
process is seen in a variety of health 
campaigns, such as the current one in 
which the general public is being ex- 
horted to obtain Salk vaccine. A num- 
ber of detailed studies'*'? have been 
carried out to determine various factors 
which have resulted in only 50 per cent 
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of the population being affected enough 
with the educational campaign so that 
their behavior is sufficiently modified 
for them to seek Salk vaccine. Again, 
an analysis in terms of host, agent, and 
environment may provide a useful con- 
ceptual framework. 

Another complex educational process 
is found in the campaigns for and 
against fluoridation of public water sup- 
plies. Here the learning process is oc- 
curring in the face of opposing concepts, 
and the average citizen is being simul- 
taneously confronted with completely 
divergent points of view. The results, as 
we know, have varied—in some com- 
munities, the majority of citizens have 
been motivated to support fluoridation 
and, in some communities, the majority 
of citizens have been motivated to op- 
pose it. What are the significant differ- 
ences in these situations? An _ epi- 
demiologic approach to the educational 
processes in these various communities, 
with a scientific study to determine the 
precise effects of the factors which have 
led in some situations to one result and 
in other situations to an opposite result, 
may prove fruitful. 

It is only recently that investigators 
have begun to probe into some of the 
relevant host factors in terms of the be- 
liefs and attitudes which underlie specific 
health action. Hochbaum,"* for example, 
has shown that certain combinations of 
beliefs and attitudes about tuberculosis 
will lead to the individual’s seeking or 
not seeking an x-ray. Further studies 
concerning the beliefs and attitudes held 
about different types of health matters 
may give additional clues for assessing 
the host’s resistance to health education. 

Since the host’s resistance is not 
readily susceptible to change, attention 
is more often focused upon the agent and 
the environment. Is the agent in a form 
that makes it easy to find a portal of 
entry? Is the information consistent 
with the patterns of living and ways of 
thinking of the host population? For 
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example, public health workers often as- 
sume that everyone is dedicated to the 
concept of preventive action. However, 
there is evidence that this concept has 
little meaning to certain groups in the 
population. Studies have shown that 
in some socioeconomic groups any avail- 
able money is spent almost immediately 
and the idea of saving for the future is 
not realistic.’ Other studies have indi- 
cated that in certain occupations the con- 
cept that the individual is dependent on 
chance or fate is prevalent.*%** If ex- 
pectation of preventive action in terms 
of economics is not realistic, is it realis- 
tic to expect it in terms of health? A 
more accurate appraisal of attitudes 
toward health may be the key to increas- 
ing the effectiveness of the agent. 

Can the environmental situation be 
changed? One of the basic principles 
underlying community organization for 
health education is that of creating a 
social environment which provides mu- 
tual interest and support in carrying out 
community health programs. Is_ this 
principle always followed? Does the 
health worker assess the environmental 
situation in clinics in terms of facilitat- 
ing the educational process rather than 
facilitating the mechanics of the clinical 
procedures? 

Planning an educational program is 
often more complicated than planning a 
disease control program. Host factors 
are seldom well known, and interaction 
of host, agent, and environment not well 
understood. How often, when educa- 
tional programs or educational com- 
ponents of a disease control program 
are planned, is consideration given to 
all available methods—those directed 
at the host, the agent, and the environ- 
ment? Each should be weighed in 
terms of its potential effectiveness as 
well as in terms of its expediency. 
Analysis of host, agent, and environ- 
mental factors is only the first step in 
understanding of the dynamics of either 
the disease process or learning process. 
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It is the interaction of these factors that 
makes the process a dynamic one. But, 
before one can appreciate the dynamics 
of the process, he must analyze relevant 
factors in the process itself. The epi- 
demiologic method can provide the edu- 
cator, as well as the administrator, with 
an approach to research and careful 
evaluation of practice that may bring 
new understandings to planning educa- 
tional activities in public health. 
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Is there a danger that the spread of health information will turn us into 
hypochondriacs? At least as far as college students, the answer 


seems to be no. The basis for this answer is presented below. 


HEALTH EDUCATION OR HYPOCHONDRIASIS? 


Charles E. Richardson, M.P.H., Ed.D. 


—_ years ago Bauer suggested in 
his preface to a college health edu- 
cation text that: 

“It is probably a good thing that interest in 
health is not as universal as has been gen- 
erally believed. There is a very obscure and 
nebulous line on one side of which lies hypo- 
chondriasis and, on the other a wholesome in- 
terest in health.” 


More recently, a national magazine 
asked, in a feature article, “Are We 
Becoming a Nation of Hypochon- 
driacs?”! Nearly one-half of the physi- 
cians polled in this report believed that 
hypochondriasis was definitely on the 
increase and further revealed that be- 
tween 10 per cent and 50 per cent of 
their patients had no evidence of organic 
difficulty. 

These inferences give rise to a num- 
ber of questions pertinent to the fields of 
medicine, public health, and particularly 
health education. Since information 
about disease symptomatology has been 
more widely publicized in the last ten 
years than ever before, are we facing a 
danger of hypochondriasis in our gen- 
eral population? Even more _ specifi- 
cally, through concentrated efforts in 
health education classes and through 
the mass media, are we as health edu- 
cators creating health “neuroses” among 
our constituents ? 

The present study is an effort to in- 
vestigate certain aspects of these ques- 
tions: (1) Is the young college adult 
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abnormally concerned with his health? 
and (2) is an excessive body interest 
created by the presentation of health 
and disease information through regular 
classroom teaching ? 


Method 
Design 

The pre-test, post-test experimental de- 
sign was employed wherein two sets of 
criterion measures were obtained from 
the same group of subjects. Test records 
were secured 1] weeks apart. The in- 
tervening variable was classroom health 
instruction. The experimental unit was 
the individual student. 


Definition 


Hypochondriasis is defined for the 
purpose of this study as psychoneurotic 
concern over bodily health. This usage 
is given authority in the American Psy- 
chiatric Association’s Classification of 
Mental Disorders under the heading, 
“Psychoneurosis, Hypochondriasis.” 


The Tests 


Two Minnesota Multiphasic Person- 
ality Inventory (MMPI) scales, the L 
and Hs, and the Harrower Multiple 
Choice Test (Group Rorschach Form) 
were administered to each subject prior 
to and after health instruction. 

(a) The L Scale consists of 15 items 
presenting situations desirable socially, 


but rarely actually true of the individual. 
It attempts to measure the degree to 
which a subject may tend to falsify 
answers by choosing responses that place 
him in a favorable light. Essentially 
it is a “Lie” index and thereby serves 
as a validating scale for assessing scores 
on the clinical scales of the MMPI—in 
this case, the Hs scale. 

(b) The Hypochondriasis (Hs) Scale 
is comprised of 33 items dealing with 
amount of abnormal concern about body 
functions.” The scale demonstrates 
under differential study of clinical 
groups a clear separation of hypochon- 
driacal cases from normals. Although 
a proportion of any “normal” popula- 
tion overlaps hypochondriacal groups, 
the presence of physical defects among 
the otherwise normal does not greatly in- 
crease the tendency to score highly in 
the direction of hypochondriasis.* The 
scale is not factorially pure as was 
demonstrated in a recent study ;* that is, 
there is some lack of homogeneity within 
the scale content. However, as a “struc- 
tured” test for detecting tendencies to 
hypochondriasis, it has had widest suc- 
cess and usage.® 

(c) The Harrower Multiple Choice 
Test—The Rorschach Group Test as de- 
veloped by Harrower and Steiner,* with 
multiple choice answers, was adminis- 
tered with these directions to subjects: 

You will be shown ten slides, pictures of 
ink blots, one after another. Take a good 
look at the first picture and see if it, or any 
part of it resembles something, or reminds 
you of anything you have seen. 

Now, read through each of the three groups 
of answers for Picture I (A, B, C). 

On the IBM sheet, mark the one answer in 
the group A choices, the one answer in group 
B, the one answer in group C, which you 
think describes best the picture or any of its 
parts. It is necessary for you to have three 
answers for Picture I. 

Follow the same procedure for each of the 
other pictures. 


While the multiple choice, group 
Rorschach technic permits a full scor- 


ing of responses, only the extent of 
“anatomical” answers was sought here. 
That the anatomical response is a valid 
indicator of hypochondriacal tendencies 
lacks full support in the literature; how- 
ever, most recent sources indicate that 
specific human anatomical responses are 
decidedly expressions of an overconcern 
with personal 

The use of the test in this study 
served a twofold purpose: to obtain a 
relatively “unstructured measure” of 
hypochondriacal tendencies and to pro- 
vide some evidence of the efficacy of the 
test’s use for this purpose by comparison 
with a proven criterion measure. 


Subjects 


A total of 235 college students from 
Southern Illinois University enrolled in 
ten sections of Health Education 100— 
Healthful Living—was tested during 
some phase of this study. Both L and 
Hs scores, pre-test and post, were ob- 
tained from 99 males and 72 females 
with mean ages of 19.2 and 18.8, re- 
spectively. Fifty-one male and 30 fe- 
male students from the above group 
took both administrations of the Ror- 


schach. 


The Health Education Class 


Healthful Living is a four-quarter 
hour course required of all students ma- 
triculating at Southern Illinois Uni- 
versity. The health instruction follows 
the characteristic “hygiene” format, i.e.. 
mental health, communicable and 
chronic disease control, nutrition, family 
living, emergency first-aid care, and 
safety. Although the sequence of ma- 
terial covered by various instructors is 
not uniform, each student, regardless of 
class or instructor, receives essentially 
the same “health education experiences.” 


Procedure 

Each test administration was made 
during the first and last weeks of the 
winter quarter, 1960, in the regularly 
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scheduled classrooms. Classes are lim- 
ited to between 25 and 30 students. This 
investigator administered all tests to 
minimize variations in procedure. 

Testing was completed during one 50- 
minute session; approximately 30 
minutes are required for administration 
of the Rorschach and from 15 to 20 
minutes for the MMPI scales. The 
Rorschach was administered first in the 
series to reduce a possible perseveration 
of a response set from the MMPI. 

No interpretations were given to the 
students; purpose of the testing was 
described as a study to find out more 
about the characteristics of college 
groups. During pre-testing, classes were 
informed that re-testing might be neces- 
sary. 

The L and Hs test items, 48 in all, 
were randomly distributed throughout a 
mimeographed “personal inventory for 
college students” having 47 additional 
innocuous distractor items. Instructions 
were: 

This personal inventory consists of 95 
numbered statements. After reading each 
statement, decide whether it is “true” as ap- 
plied to you or “false” as applied to you. 

Use the IBM answer sheets to record your 
answers. If a statement is “true” or “mostly 
true” in relation to yourself, blacken between 
the lines in the first column, the T column. 
If a statement, as applied to you is “false” or 
“mostly false,” blacken between the lines in 
the column headed F. If a statement is not 
applicable in your case or if it is something 
that you do not know about, make no mark 
on the answer sheet. 

Give your own opinion of yourself. Do not 
leave any blank spaces if you can avoid it. 


Instructions for recording responses 
to Rorschach slides were as indicated 
previously. 

The entire study was programed for 
processing by the university's Comput- 
ing Center. Raw data were transferred 
from standard answer sheets to IBM 
Punch Cards for comprehensive statisti- 
cal treatment. Results were machine 
calculated. 
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Results 


Pre-test and post-test means, standard 
deviations, and comparison of differ- 
ence between means for the group as a 
whole are listed in Table 1. The Hs 
score tended to elevate only slightly at 
the end of the instructional period. The 
increase was real, however, beyond the 
0.001 significance level. L scale mean 
values showed a significant reversal; a 
considerably lower mean score was evi- 
denced on the post-test. The mean num- 
ber of anatomical responses on the 
Rorschach were somewhat lower on 
post-test administration. 

Results by sex of subject, as shown in 
Tables 2 and 3, are essentially a dupli- 
cation of those revealed for the group as 
a whole. Since N was reduced by sepa- 
ration into sex groups, t values were 
diminished, thereby making the sig- 
nificance levels of the small differences 
between pre- and post-tests negligible. 
Both male and female groups, however, 
did produce a significantly lower mean 
number of “Lie” responses on post-test 
performances. Although differences be- 
tween Hs scores were quite small for 
each sex group, males tended to a lower 
post-test mean score while females 
showed some increase in post-test hypo- 
chondriacal responses. Both sexes had 
a smaller mean number of anatomical 
responses on the Rorschach post-test as 
compared to initial test results. 

Tables 4, 5, and 6 depict the propor- 
tion of students giving specific criterion 
responses on initial testing and upon 
tests administered after the period of 
health instruction. 

“Lie” responses, Table 4 data, showed 
a uniform reduction throughout. Items 
dealing with truthfulness, voting, bad 
thoughts, and associating with prestige 
persons revealed the sharpest decline. 

The item analysis of pre-test, post- 
test hypochondriacal responses, Table 5, 
shows a less clear-cut pattern. The 
tendency was toward some increase in 
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1.23 


+0.42 


+0.41 


3.06 


47 2.17 3.81 


3.39 


Hs scale, MMPI 


(N=72) 


Rorschach, group form 


1.32 


— 0.80 


+0.85 


5.72 


5.37 


6.36 


6.17 


(anatomical responses) 


(N=30) 
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the proportion of these responses. “Eye- 
sight” problems, rest, headaches, and 
fatigue were of somewhat greater con- 
cern for the student after the instruc- 
tional period. However, items dealing 
with locating specific pains were not 
marked as frequently. 

Table 6 data point to a general trend 
for students to give fewer localized an- 
atomical responses on Rorschach pic- 
tures shown at the end of instruction 
than during prior showing. “X-ray” 
responses were somewhat fewer; re- 
sponses to body parts in general tended 
to lower slightly. By contrast, responses 
of “insides” and some specific body 
parts increased on post-testing.’ 

Intercorrelation data between each 
test variable, for the total group and by 
sex, are shown in Tables 7 through 9. 
Highest positive correlations for the 
group as a whole (Table 7) occur for 
Rorschach scores, pre- and post-test 
(0.83); L, pre- and post-test (0.70) ; 
and Hs, pre- and post-test (0.38). Nega- 
tive r’s are revealed between L score, 
pre-test and Hs, pre-test (—0.10); L 
score, pre-test and Rorschach pre-test 
(—0.11); and L score post-test and Hs, 
post-test (—0.10). The pattern of r’s 
between variables by sex grouping, 
Tables 8 and 9, differs only slightly fron: 
total group data. 


Discussion 


Since results from two measures of 
concern for health in this study are anti- 
thetical, what conclusions may logically 
be drawn? Results from the more struc- 
tured of the tests, the Hs scale, clearly 
demonstrate some intensification of the 
hypochondriacal response after health 
instruction. However, it should be 
pointed out that both pre-test and post- 
test Hs mean scores were well within 
the normal range as revealed through 
respective T scores of 45.5 and 46. 

Clinicians using the MMPI indicate 
that an abnormal picture emerges only 
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Table 4—Per cent of Students Giving “Lie Responses” on Pre- and Post-Tests, L Scale, 


MMPI 
Pre-Test _Post-Test 
Item N=235 N=171 Difference* 

My table manners are not quite as good at home as 

when I am out. 30.2 28.8 — 14 
I do not always tell the truth. 45.9 35.9 —10.0 
At times I feel like swearing. 24.6 20.6 — 40 
I do not read every editorial in the newspaper every 

day. 5.0 6.5 + 15 
I do not like everyone I know. 23.4 18.8 — 46 
I get angry sometimes. 4.5 1.8 — 2.7 
Once in a while I laugh at a dirty joke. 3.9 4.1 — 48 
If I could get into a movie without paying and be 

sure I was not seen, I would probably do it. 65.4 60.6 — 48 
I like to know important people because it makes me 

feel important. 54.7 49.4 — 53 
Once in a while I put off until tomorrow what I 

ought to do today. 6.1 3.5 — 26 
Once in a while I think of things too bad to talk 

about. 59.8 53.5 — 63 
Sometimes at elections I vote for persons about 

whom I know very little. 43.0 35.9 — 7.1 
I gossip a little at times. 15.6 14.7 — 09 
I would rather win than lose in a game. 6.7 4.1 — 2.6 

* Signe indicate an increase (+) or decrease (—) in post-test “Lie” responses. 
when T scores approach 70 and beyond.® where between three and five."° Mean 


In this case, then, one may safely as- 
sume that as a group, these students 
were not suffering from hypochondriasis 
either before or at the end of the 12- 
week instruction period. Bearing on the 
findings from testing with the Hs scale 
is the interesting shift in number of so- 
called “Lie” responses. L scores lowered 
significantly after the instructional 
period. Students apparently were less 
inclined to try to create unusually good 
impressions of themselves after the in- 
tervening instruction; even, perhaps, 
feeling relatively free to give some un- 
approved responses. 

Among most normal groups, the 
mean raw score on the L items lies some- 


pre-test score for the total group in this 
study was slightly over six, a score 
which might indicate that many of the 
students were hesitant to mark any item 
which might make them look bad. One 
inference from this finding is that the 
Hs pre-test score may have been affected 
—that the true value on the initial test 
was higher than actually obtained. 

The lowering of scores on the L 
records after instruction may also point 
to an attractive hypothesis that health 
education promotes honesty on the stu- 
dent’s part, or, at least, encourages free- 
dom from social pressures to respond 
In a certain way. 

Results from Group Rorschach records 
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Table 5—Per cent of Students Giving “Hypochondriacal” Responses on Pre- and Post- 


Test, Hs Scale, MMPI 


Pre-Test _Post-Test 
Item N=235 N=17l Difference* 

I have a good appetite. 4.8 4.8 0.0 
I wake up fresh and rested most mornings. 50.2 60.6 +10.4 
My hands and feet are usually warm enough. 18.6 20.6 + 2.0 
I have few or no pains. 16.0 12.7 — 33 
I have no difficulty in keeping my balance when 

walking. 8.7 11.5 + 28 
Often I feel as if there were a tight band about my 

head. 10.8 11.4 + 0.6 
I am about as able to work as I ever was. 4.3 48 + 05 
I am very seldom troubled by constipation. 16.0 17.6 + 16 
I have little or no trouble with my muscles twitching 

or jumping. 16.0 17.0 + 10 
I do not often notice my ears ringing or buzzing. 16.0 21.2 + 5.2 
I hardly ever feel pain in the back of my neck. 20.8 17.6 — 3.2 
I have numbness in one or more regions of my skin. 9.5 12.2 + 2.7 
I am almost never bothered by pains over my heart 

or chest. 18.6 23.7 + 5.1 
I seldom or never have dizzy spells. 15.6 17.6 + 2.0 
My eyesight is as good as it has been for years. 37.7 50.3 +12.6 
I am bothered by acid stomach several times a week. 12.6 13.9 + 13 
I hardly ever notice my heart pounding and I seldom 

am short of breath. 42.0 44.2 + 2.2 
I have very few headaches. 26.0 315 + 55 
I feel weak all over much of the time. 11.3 15.1 + 38 
I can read a long time without tiring my eyes. 53.7 65.4 +11.7 
My sleep is fitful and disturbed. 13.9 19.4 + 55 
I am in just as good physical health as most of my 

friends. 7.4 9.7 + 2.3 
Parts of my body often have the feeling like burn- 

ing, tingling, crawling, or like going to sleep. 44.2 45.4 + 1.2 
I do not tire quickly. 31.6 37.6 + 6.0 
I have a great deal of stomach trouble. 9.5 10.9 + 14 
I have never vomited blood or coughed up blood. 14.7 17.0 + 23 
During the past few years I have been well most of 

the time. 19 4.8 + 2.9 
I am neither gaining nor losing weight. 40.7 40.0 — 0.7 
There seems to be a fullness in my head or nose 

most of the time. 18.2 19.4 + 1.2 
The top of my head sometimes feels tender. 14.7 17.6 + 2.9 
I am troubled by discomfort in the pit of my stomach 

every few days or oftener. 14.3 13.3 — 10 
I have had no difficulty in starting or holding my 

bowel movement. 15.2 18.2 + 3.0 

* Signs indicate an increase (+) or decrease (—) in post-test “hypochondriacal” responses. 
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Table 6—Per cent of Students Giving “Anatomical” Responses on Pre- 
and Post-Tests, Rorschach, Group Form 
Pre-Test Post-Test 
Response N=14%4 N=81 Difference* 
Card I 
A pelvis 14.9 11.7 —3.2 
An x-ray picture 7.8 5.9 —19 
: Part of my body 4.2 4.7 —0.5 
\ Vertebra 16.2 14.1 —2.1 
‘ Someone’s insides 18 3.5 +1.7 
An x-ray of a chest 10.2 10.6 +0.4 
An x-ray of the spine 18.6 10.6 —8.0 
The stomach 3.6 1.2 —2.4 
Card Il 
A bloody spinal column 7.8 7.1 —0.7 
Blood 5.4 3.5 —1.9 
Lungs and blood 13.2 94 —3.9 
Card 
Part of my body 8.4 4.7 —3.7 
A person’s insides 10.8 5.9 —49 
A bloody stomach 4.2 1.2 —3.0 
An x-ray picture 9.6 94 —0.2 
Card IV 
Lungs and chest 3.0 3.5 +05 
An x-ray picture 4.8 8.2 +3.4 
The spine 4.2 8.2 +4.0 
A person’s insides 3.0 4.7 +1.7 
Card V 
Shoulders 0.6 2.4 +18 
A pelvis 8.4 8.2 —0.2 
A smashed body 0.6 1.2 +0.6 
An x-ray picture 3.0 5.9 +2.9 
Lungs and chest 0.6 1.2 +0.6 
Card VI 
An x-ray picture 8.4 94 +1.0 
Parts of the body 4.2 8.2 +4.0 
The spinal column 4.2 3.5 —0.7 
Male and female organs 12.0 11.8 —0.2 
An x-ray of the spine 3.0 3.5 +0.5 
Part of the body 6.6 8.2 +1.6 
Card VII 
Parts of the body 6.0 4.7 —1.3 
An x-ray picture 5.4 3.5 —1.9 
A pelvis 5.4 8.2 —28 
An x-ray of part of the body 9.0 8.2 —0.8 
The lower part of the body 12.0 12.9 +0.9 
* Signs indicate an increase (+) or decrease (—) in post-test anatomical responses. 
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Table 6—Continued 


Pre-Test Post-Test 
Response N=14 N=81 Difference* 

Card VIII 

Shoulders, lungs, and stomach 52.7 45.9 —68 

An x-ray picture 14.4 12.9 —15 

Parts of the body 19.2 22.4 +3.2 

A medical picture 38.9 38.8 —0.1 
Card IX ; 

Parts of the body 15.6 16.5 +09 

The stomach and intestines 19.2 20.0 +08 

Bloody hands 12 1.2 0.0 

The insides of a person 18.0 21.2 +3.2 
Card X 

An x-ray picture 4.2 3.5 —0.7 

Parts of my insides 4.8 8.2 +3.4 

Stomach and intestines 18 3.5 +1.7 

A medical picture 144 10.6 —38 

Parts of the body 12.0 118 —0.2 

Bones 1.2 0.0 —1.2 


* Signs indicate an increase (+) or decrease (—) in post-test anatomical responses. 


offer a contrasting picture; anatomical 
responses as indicative of hypochondria- 
cal tendencies were lower on post-testing. 
Any explanation would be speculative; 
however, clinicians’ findings may again 
provide some rationale. Responses of 
neuroanatomical design, cross-sectional 
drawings, and organic structures, while 
produced by all clinical groups, are de- 
veloped primarily by intelligent, achiev- 
ing normals and are, essentially, in- 
tellectual-defensive responses.’* Propor- 
tionately fewer responses of this type 
were produced after the instructional 
period (see Table 6). If, then, as sug- 
gested by the “Lie” response pattern, 
students felt less need for an evasive 
or defensive reaction upon post-testing, 
anatomical content may have been 
abandoned for a more “realistic” choice. 
Certainly, anatomical responses were not 
excessively high on either administra- 
tion of the test. 

Differences in the pattern of Ror- 
schach performances by sex were small. 
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Females did, however, produce a greater 
mean number of anatomical responses 
than males, which might suggest that be- 
cause of the significance of the female 
body, young women are more critical 
of their bodies and are likely to be more 


~ concerned over body structure and func- 


tioning than are men. Johnson noted 
similar results in a study of body 
cathexis and somatic complaints.‘ 


Conclusions 


From this investigation of manifest 
hypochondriasis among 235 college stu- 
dents, findings seem to support the fol- 
lowing conclusions: 


1. College students, as a group, do not mani- 
fest abnormally high health anxiety. 

2. Hypochondriacal tendencies are not ap- 
preciably altered by specific health instruc- 
tion. 

3. College students tend to give more valid 
and reliable self-evaluative information after 
health instruction than prior to instruction. 

4. College females tend toward a slightly 
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Table 7—Intercorrelations Between All Test Variables,* Pre- and Post- 
Test Forms, Total Group 


IV V. VI 

IL (N=235) —0.10 0.06 0.70 0.25 0.11 
Il. (N=235) 0.02 0.07 0.38 0.06 
Ill. (N=144) —0.11 0.04 0.83 
IV. (N=171) —0.10 0.22 
(N=171) 0.04 


VI. (N= 81) 


*1. “Lie” score (pre-test); Il. Hs score (pre-test); III]. Rorschach (pre-test); IV. “Lie” score 


(post-test); V. Hs score (post-test); VI. Rorschach (post-test). 


Table 8—Intercorrelations Between All Test Variables,* Pre- and Post- 
Test Forms, Males 


I II Ill IV. \ VI 

I. (N=136) —0.21 0.04 0.72 0.24 0.10 
Il (N=136) —0.10 0.00 0.34 — 0.23 
Ill. (N= 90) — 0.02 0.08 0.83 
IV. (N= 99) —0.01 0.16 
Vv. (N= 99) —0.17 


VI. (N= 51) 


*I. “Lie” score (pre-test); Il. Hs score (pre-test); Il. Rorschach (pre-test); IV. “Lie” 
(post-test); V. Hs score (post-test); VI. Rorschach (post-test). 


Table 9—Intercorrelations Between All Test Variables,* Pre- and Post- 
Test Forms, Females 


I. (N=99) 0.02 0.04 0.65 0.23 0.13 

Il. (N=99) 0.15 0.14 0.41 0.42 

Ill. (N=54) — 0.05 —0.04 0.85 

IV. (N=72) — 0.27 0.42 

V. (N=72) 0.30 
VI. (N=30) 

*I. “Lie” score (pre-test); Il. Hs score (pre-test); Il. Rorschach (pre-test); IV. ‘‘Lie’’ score 


(post-test) ; V. Hs seore (post-test); VI. Rorschach (post-test). 
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higher level of body concern than do college 
males. 

5. Low correlations between structured 
(Hs) and “unstructured” (Rorschach) test 
scores indicate minimal if any relationship in 
factors being measured even though each test 
is purported to be a valid indicator of hypo- 
chondriacal tendencies. 

6. Comprehensive studies of the relation- 
ship between health interest, health concern, 
and hypochondriasis are needed, with special 
emphasis upon analysis of measurement tech- 
nics, 
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Health Association at the Eighty-Eighth Annual Meeting in San 


A remarkable story is developed in the paper published below. It is an 
account of the means by which a large problem of tuberculosis in 
California state mental hospitals was brought under control over 

a period of 13 years, so that it became a manageable matter. 


TUBERCULOSIS CASE FINDING IN CALIFORNIA STATE 
MENTAL INSTITUTIONS, 1942-1959 


Waldo R. Oechsli, M.D.; Edward Kupka, M.D., F.A.P.H.A.; and Frank E. Hesse, M.D. 


WO DECADES ago the tuberculosis 

problem in California mental  insti- 
tutions presented the same serious as- 
pects as in most mental institutions in 
this country and the world. The hos- 
pital administrators had little depend- 
able idea how much tuberculosis was 
being harbored in situations highly con- 
ducive to spread of the disease. The 
number of known cases under segrega- 
tion and treatment was comparatively 
small. Only one of the nine hospitals 
in operation at that time did tuberculin 
skin tests of new admissions or resident 
population.’ In eight of the nine hos- 
pitals, newly admitted patients were 
screened for tuberculosis only by history 
and physical examination; chest x-rays 
and laboratory examination were done 
only for those suspected by these in- 
adequate methods. As a result, many 
patients with unrecognized active tu- 
berculosis were admitted through the 
years and mingled with the general 
patient population (overcrowded from 
25 per cent to 30 per cent), thus be- 
coming foci of infection to nontuber- 
culous patients. The death rate for 
tuberculosis ranged from 500 to 800 
per 100,000 among the mentally ill, 
and from 400 to 500 per 100,000 
among the mentally retarded (Table 1, 
Figure 1). 
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In 1942, the Bureau of Tuberculosis 
Control in the California State Depart- 
ment of Public Health assumed the 
responsibility of determining the size 
of the tuberculosis problem in_ state 
institutions. Two steps were necessary: 
(1) to establish case-finding machinery 
to locate unidentified cases of tuber- 
culosis; (2) to arrange for adequate 
segregation of patients with active dis- 
ease.” The newly appointed chief of 
the bureau (EK) visited each of the 
institutions scattered through the state 
to ascertain the conditions that existed, 
to determine what case finding was 
being done, and to create a workable 
plan to remedy the shortcomings. Photo- 
fluorography, not yet in general use, 
promised to be the best answer to 
our needs. However, it was not pos- 
sible to secure this type of equipment 
for extensive surveys of the mental hos- 
pital population because of World War 
Il; nor was personnel for such a pro- 
gram available.* 

One of the hospitals (Camarillo, Fig- 
ure 2) soon employed a staff physician 
with training in tuberculosis, who began 
case finding in that institution’s popu- 
lation by the only convenient method 
at hand—fluoroscopy. Soon thereafter, 
another specialist was obtained who be- 
gan fluoroscopic case finding at Patton, 
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Metropolitan, and Pacific State’ Hospi- 
tals (Figure 2).4 Napa and Patton 
State Hospitals were designated as tu- 
berculosis centers for the entire state 
hospital system, and to the degree that 
ward space was available, the cases 
found in other hospitals were trans- 
ferred to them. 

It was clear from the number of 
unsuspected cases found by the spot 
fluoroscopic surveys that a start had 
been made in the right direction, but 
it was also clear that most of the in- 
stitutions were making no special effort 
to locate all of the cases of this com- 
municable disease in their midst. There 
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was even a feeling of resistance on the 
part of some of the superintendents who 
had a somewhat cavalier or even fatal- 
istic attitude toward the existence of 
undiscovered cases of tuberculosis act- 
ing as foci of infection. 

By calling attention to the findings 
of such pioneers in this field as the 
workers in the State of New York, the 
Province of Ontario, Canada, and other 
agencies,” and supplemented by the 
findings of the spot fluoroscopic sur- 
veys, the support of all agencies was 
won. Plans were made and approved 
to initiate an annual x-ray survey pro- 
gram at the earliest possible date. Since 


Table 1—Tuberculosis Death Rates per 100,000 in California Mental Institutions and 


in the State of California, 1936-1958 


Cali- 

Mentally Ill Mentally Retarded fornia 

Average Number of Average Number of State 

Daily Tuberculosis Death Daily Tuberculosis Death Death 

Year Population Deaths Rate Population Deaths Rate Rate 
1936 20,105 128 636 3,443 27 784 72.9 
1937 20,737 158 761 3,568 6 168 67.9 
1938 21,281 144 677 3,723 15 403 60.5 
1939 22,200 125 563 3,840 20 521 57.6 
1940 22,853 115 2 3,950 21 532 56.3 
1941 23,055 133 576 4,279 21 491 519 
1942 23,541 128 545 4,547 17 363 50.6 
1943 23,961 136 568 4,738 28 591 45.7 
1944 24,385 148 607 4,782 13 272 43.7 
1945 25,385 169 667 4,951 16 323 43.1 
1946 26,101 209 800 5,078 13 256 41.6 
1947 26,796 199 743 5,326 8 152 34.4 
1948 28,420 190 668 5,741 19 331 31.6 
1949 29,675 172 580 6,205 10 161 26.3 
1950 30,288 149 482 6,467 9 139 21.7 
1951 33,288 122 366 6,541 + 70 19.5 
1952 32,808 147 4S, 6,600 1 15 15.5 
1953 34,588 98 283 6,828 2 29 11.4 
1954 35,092 79 225 6,929 3 43 9.7 
1955 35,878 79 220 7,654 2 26 8.2 
1956 36,432 64 176 8,527 3 35 7.5 
1957 36,269 46 127 9,185 1 ll 6.4 
1958 36,361 29 80 9,415 1 10 5.9 
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Figure 1—Tuberculosis Death Rates in California Mental Institutions and in the State 


of California, 1936-1958 


photofluorographic equipment still could 
not be purchased, a mobile unit was 
borrowed from the California Tubercu- 
losis and Health Association to survey 
the patients at Patton and Sonoma State 
Hospitals in 1944. The cases discov- 
ered in these surveys were promptly 
segregated. 

Finally, in the spring of 1946, a 
mobile unit with a 4” x 5” film camera 
photofluorograph was purchased by the 
Department of Mental Hygiene, a full- 
time roentgenologist (WRO) and two 
x-ray technicians were recruited by the 
Bureau of Tuberculosis Control, and the 
following plan was put into operation. 

The State Health Department was to: 


ag 
1. 


no 


Conduct an annual x-ray survey of every 
resident hospital patient (mandatory) ; 
Conduct an annual x-ray survey of every 
hospital employee (voluntary) ; 

Administer the survey part of the program, 
including the taking, developing, and in- 
terpreting of survey minifilms and con- 
firmatory films; 

Provide a 14” x 17” confirmatory chest 


N 
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x-ray film for every individual with sus- 
picious findings on the minifilm; 

Make recommendations regarding segrega- 
tion of specific patients, and advising the 
staffs of the hospitals regarding tuber- 
culosis problems in general. 


The Department of Mental Hygiene 
reed to: 


Provide for the segregation of tuberculosis 
suspects and, as rapidly as possible, estab- 
lish four centers for investigation of tuber- 
culosis suspects and treatment of those 
requiring it (Napa and Patton State Hos- 
pitals for the mentally ill, and Sonoma 
and Pacific State Hospitals for the mentally 
retarded) ; 

Provide professional staff for these centers 
and adequate, dependable laboratory fa- 
cilities as soon as conditions permitted; 
Make a 14” x 17” chest x-ray of all newly 
admitted patients at the time of admission 
to all the hospitals, and promptly segregate 
those patients whose films suggested active 
or possibly active pulmonary tuberculosis. 


The case finding and follow-up pro- 
gram was started in March, 1946, and 
the first round of surveys in the nine 
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completed in approxi- pects (1.2 per cent) were found (Table 


mately 13 months.** Among 25,914 2). This total of 2,196 suspects was 
mentally ill patients in seven hospitals, in addition to the 200 to 300 cases of 


2,139 previously unrecognized tubercu- tuberculosis which had previously been 
losis suspects (8.25 per cent) were discovered through the limited spot sur- 
found, and among 4,798 mentally re- — veys, and, of course, in addition to the 
tarded patients in two hospitals, 57 cases discovered intramurally by tradi- 
previously unsuspected tuberculosis sus- tional diagnostic approaches. 
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Figure 2—Location of California Mental Institutions 
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Table 2—Previously Unrecognized Tuberculosis Suspects Revealed by 


Annual X-Ray Surveys, 1946-1958 


Patients in Institutions for Mentally Ill 


Total Number Percentage 

Survey Tuberculosis Patients of 

Fiscal Year Suspects Surveyed Total 
Ist (1946-47) 2,139 25,914 8.25 
2nd (1947-48) 124 26,452 0.45 
3rd (1948-49) 80 26,502 0.30 
4th (1949-50) 43 27,196 0.16 
5th (1950-51) 52 28,937 0.18 
6th (1951-52) 55 31,128 0.18 
7th (1952-53) 47 31,310 0.15 
8th (1953-54) 46 32,748 0.14 
Oth (1954-55) 29 34,195 0.09 
10th (1955-56) 21 35,314 0.06 
llth (1956-57) 20 35,160 0.06 
12th (1957-58) 21 33,770 0.06 


Patients in Institutions for Mentally Retarded 


Total Number Percentage 


Survey Tuberculosis Patients of 
Fiscal Year Suspects Surveyed Total 
Ist (1946-47) 57 4,798 1.20 
2nd (1947-48) 18 5,695 0.32 
3rd (1948-49) 8 5,571 0.14 
4th (1949-50) 10 6,104 0.16 
5th (1950-51) 10 6,554 0.15 
6th (1951-52) 1 1,967 0.05 
7th (1952-53) 3 2,922 0.10 
8th (1953-54) 2 6,086 0.03 
9th (1954-55) 5 7,713 0.07 
10th (1955-56) 4 5,331 0.07 
11th (1956-57) 2 5,487 0.04 
12th (1957-58) 2 5,448 0.04 
The problem created immediately by population. With the overcrowding 


the initial and subsequent survey was 
The two tuberculosis 
centers, with their space for tuberculosis 
cases still limited, were already filled 
to capacity. Each of the nine hospital 
superintendents improvised and segre- 
gated as well as possible the suspects 
found within his own resident hospital 
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prevalent at that time, it was difficult 
to juggle large groups of patients, al- 
ready divided into groups according 
to the mental and behavior status, in 
order to find room for the segregation 
of the tuberculosis suspects. Available 
ward space was often poorly adapted 
to the requirements for the isolation 
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or treatment of the tuberculous, espe- 
cially in regard to feeding and bathroom 
arrangements, which in some instances 
still had to be shared with nontubercu- 
lous patients. Furthermore, the psy- 
chiatric staff was unfamiliar with a 
tuberculosis care program; some em- 
ployees were alarmed at having to care 
for patients with a communicable dis- 
ease; some, on the other hand, were 
unconvinced of the need for segrega- 
tion of patients, especially those with- 
out obvious symptoms. Though it was 
clear that the above arrangements were 
not a good solution, there was no alter- 
native until adequate tuberculosis cen- 
ters could be built and staffed. 

Before the start of the second round 
of surveys the original 4” x 5” photo- 
fluorographic camera, using cut film, 
was exchanged for a 70 mm roll-film 
camera to speed up exposure and de- 
velopment of the film and to facilitate 
its handling, interpretation, and filing. 
A second truck with identical equip- 
ment was added so that surveys could 
also be done in state prisons, state col- 
leges, and elsewhere. One unit was 
assigned to the north and central parts 
of the state, and the other to the south- 
ern, to reduce travel. While originally 
each unit was staffed by two techni- 
cians, it proved feasible eventually to 
operate each truck with only one tech- 
nician. 
of the x-ray technicians was not pos- 
sible, they had to carry more than the 
usual responsibility. They drove the 
trucks, exposed and developed the films, 
and made on-the-spot repairs of the 
x-ray equipment. They arranged with 
hospital personnel the many details re- 
quired to carry out each hospital sur- 
vey. and with as little embarrassment 
to the regular hospital routine as pos- 
sible. Because on frequent occasions 
they were the sole representatives of 
this department in the field, they often 
had to make responsible decisions. 

Resurveys of the mental hospital pop- 


Since close-range supervision 
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ulation yielded a diminishing number 
of tuberculosis suspects.*4** The drop 
was especially noticeable between the 
first survey, which essentially measured 
prevalence, and the second survey, which 
measured incidence between the two sur- 
veys. In the second survey, among 26,452 
mentally ill patients, 124 patients (0.45 
per cent) had x-ray findings on confirma- 
tory films characteristic of recent, new, 
active tuberculosis (Table 2). Each 
one of these new suspects had had pre- 
vious films, either in a previous survey 
or at the time of admission, which, on 
direct comparison with the current con- 
firmatory film, was definitely negative. 
Among 5,695 mentally retarded pa- 
tients, in the second survey, there were 
18 (0.32 per cent) patients with con- 
firmatory film findings consistent with 
recent, active tuberculosis; here, like- 
wise, previous films had been negative. 

Succeeding surveys** have continued 
to show a steadily decreasing yield of 
significant suspects, reaching a plateau 
at a relatively low level. Thus, among 
the mentally ill, the 10th, 11th, and 
12th surveys each showed a yield of 
0.06 per cent significant suspects, and 
the last two surveys among the men- 
tally retarded, 0.04 per cent (Table 2). 

It is recognized that the results of 
an x-ray survey in any group would 
have more meaning if they could be 
expressed in terms of proved cases of 
tuberculosis, rather than tuberculosis 
suspects. In the reporting of this study, 
covering approximately 13 years, it has 
been impossible for a variety of reasons 
to secure the necessary data to report 
in this manner. During the earlier 
years of the program, suspects were 
kept in the hospitals where they were 
discovered, and often laboratory facili- 
ties for bacteriologic study of these pa- 
tients were entirely inadequate. Even 
in the tuberculosis centers, well trained 
personnel were not available until com- 
paratively recently. 

On the other hand, comparison with 
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earlier films made these suspects more 
important than suspects from surveys 
where such comparison is not possible. 
“Significant suspects” must have had 
earlier films which showed no evidence 
of significant tuberculosis on direct 
comparison with the survey confirma- 
tory film.** 

In each annual survey, close to 100 
per cent of the patients were surveyed. 
Difficulties arose in the early part of 
the program, particularly in the wards 
where aged, infirm, or “disturbed” pa- 
tients were housed. Use was made of 
portable 14” x 17” films in these situa- 
tions at first, but, later, the x-ray ma- 
chine was moved from the truck into 
the wards where many of these patients 
were housed, making it possible to x-ray 
practically all of them without moving 
them out into the truck. 

In 1950, a 500-bed unit was built at 
Patton State Hospital designed to ac- 
commodate tuberculous mentally ill pa- 
tients from the southern part of the 
state. The 250-bed unit at Napa State 
Hospital, turned over to the U. S. Navy 
during the war, was released in 1952; 
this unit was later enlarged by 500 
additional beds in a new building to 
provide for the tuberculous mentally 
ill from the north central part of the 
state. A 120-bed unit for the tubercu- 
lous mentally retarded was completed 
and put into use at Sonoma State Hos- 
pital in 1949. A projected sister unit 
for tuberculous mentally retarded pa- 
tients at Pacific State Hospital was not 
built because of decrease in the number 
of this category of patients. In 1957, 
the remaining patients were transferred 
to the tuberculosis unit at Napa State 
Hospital, thus reducing the tuberculosis 
care centers to two. Each of these cen- 
ters is now staffed by specialists with 
training in chest 
surgery, and roentgenology. 


adequate diseases. 


thoracic 


with, of course, a full complement of 
psychiatrists, psychologists, and other 
facili- 


professional staff. Laboratory 
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have 


improved 
greatly, and each unit has complete 


ties and personnel 


x-ray equipment. Today all patients 
needing segregation, observation, or 
treatment are promptly transferred to 
the two centers. This relieves the staffs 
of the other mental hospitals of the 
responsibility of maintaining suspects 
and cases under communicable disease 
regimen. 

The number of tuberculosis patients 
needing strict segregation and medical 
care has remained at a relatively high 
level. This was influenced by the par- 
ticular policy adopted in regard to 
All patients with frankly 


segregation. 
segregated, of 


active disease were 
course. Minimal inactive disease was 
not segregated. A large intermediate 
group, between frankly active and defi- 
nitely inactive disease, whose disease 
could be termed “potentially active,” 
presented a problem in the earlier days 
of the program. Casual examination of 
these patients often produced no _posi- 
tive proof of activity, whereas more 
detailed study would at times reveal a 
positive sputum culture or other evi- 
dence of activity. Also, our investiga- 
tion of reactivations showed that most 
originated from this intermediate group. 
Consequently, the policy adopted was 
to segregate this intermediate group, as 
well as those with frankly active dis- 
ease, and to send both categories to 
the tuberculosis care centers. To assist 
in this task, a classification was de- 
vised,** based primarily on the x-ray 
appearance of pulmonary lesions, but 
modified by bacteriological services as 
they became more available and more 
dependable through the years. Based 
on a study of over 3,500 patients’ chest 
films, the following classification was 
established, and segregation was effected 
by its application. 

Type A included active disease as shown by 
cavity, soft exudative infiltrate or con- 
solidation, or by positive sputum findings. 

Type B included apparently inactive disease 
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of greater extent than minimal, with sputum 
negative or of unknown status, with or with- 
out symptoms. 

Type C included only inactive disease which 
did not exceed the NTA requirements for 
minimal classification. These patients were 
not segregated, but were followed by x-ray 
at intervals not greater than every six 
months. 


This classification proved to be very 
useful not only in the survey procedures 
but clinically and administratively. Dur- 
ing the early years the Type B group 
of patients were not under treatment. 
With the increasing use of chemo- 
therapy, with its longer schedules of 
treatment, the category was later 
redefined to include “inactive” patients 
who are still receiving chemotherapy. 
At the same time, the degree of segre- 
gation was relaxed somewhat in specific 
B cases to permit limited group activi- 
ties and to allow access to group psy- 
chiatric therapy. These patients are 
closely followed and x-rayed every three 
months or oftener. 


Need for Continuation of Surveys 


In the face of a yield as low as from 
four to six suspects among 10,000 sur- 
veyed, the question of the need for con- 
tinuing x-ray surveys arises. In decid- 
ing to continue annual surveys, several 
factors were taken into consideration. 
Failure to find an active case of tuber- 
culosis early in a crowded mental hos- 
pital population carries a greater risk 
of spread of infection than in industrial 
or general population surveys; the 
chronicity of most mental illnesses and 
consequent longer period of hospitali- 
zation has the same significance; it may 
well be true that mentally ill patients, 
through refusal to eat properly and 
adequately, suffer metabolic deficiencies 
which could affect patients’ “resistance” 
to tuberculosis; no matter how good 
the system of screening patients, there 
are bound to be certain human failures 
and consequent “loopholes of infection.” 
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These factors justify the continuation 
of the annual x-ray survey. 


Interval Between Surveys 


The survey program was originally 
set up in accordance with the recom- 
mendations of the American Trudeau 
Society,2° namely, it rested upon 
(annual) periodic x-ray surveys. The 
extent and nature of the findings dis- 
closed by the initial survey justified 
repetitions at least annually. From the 
beginning it was evident that a single 
complete survey, followed by an admis- 
sion x-ray program, would not bring 
under control a situation that had been 
so long in building up. Even a techni- 
cally satisfactory 14” x 17” chest film 
may fail to show very small lesions; 
smaller survey films, especially in pa- 
tients who are unable to cooperate well, 
might be expected to increase the num- 
ber of missed lesions. Moreover, tuber- 
culous lesions may at times develop 
very rapidly and the inmates of an 
overcrowded mental hospital are a fer- 
tile substrate for the spread of infection. 

Semiannual surveys, as recommended 
by Spencer,*° were not possible in 1947 
or later due to budgetary and personnel 
shortages. Weiss,*° in a recent dis- 
cussion of two surveys in a_ hospital 
population of less than 2,000, concluded 
that “there is no evidence that a two- 
year, three-year or four-year interval 
is unsatisfactory”; but his evidence does 
not seem convincing. The yield in suc- 
cessive surveys in a closed hospital sys- 
tem is dependent on (1) the presence 
of one or more source cases, either cases 
missed on admission or by a previous 
survey; (2) the duration and degree 
of contact with other patients. The 
degree of contact in a mental hospital 
is unavoidably greater than in almost 
any other group; the duration of con- 
tact depends upon the interval between 
surveys. Lengthening the interval be- 
tween surveys to two or more years 
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would surely have resulted in increased 
contact and an increase in the total 
number of cases found during the 
period of 13 years. 

The program of annual surveys has 
covered over 25,000 patients each year, 
and the total cases found have shown 
gradual decrease year by year. How- 
ever, there has been considerable varia- 
tion between individual hospitals and 
in the same hospital from year to year 
suggesting the possibility of minor “out- 
breaks.” Our data are difficult to com- 
pare with published reports based on 
surveys of a single small hospital. In 
some reports, cases diagnosed by the 
hospital staff between surveys are in- 
cluded; in our tabulations such cases 
are not included. The situation which 
faced us at the start of the survey pro- 
gram was the result of almost untram- 
meled spread of infection. Smaller 
“epidemics” occur even during shorter 
periods between surveys, and this has 
kept the program going at annual in- 
tervals. 


Tuberculin Testing vs X-Ray Survey 


When the survey program was origi- 
nally set in motion, tuberculin testing 
was not’ seriously considered for the 
following two reasons: Published re- 
ports indicated that the rate of positive 
reactors among mentally ill patients was 
excessively high; personnel was not 
available to carry out such a program. 
Hence, it was decided to continue an- 
nual minifilms for screening using tu- 
berculin as a diagnostic agent rather 
than a screen. 

More recently, however, some con- 
sideration has been given to tuberculin 
testing of the younger mentally retarded 
patients. At Sonoma State Hospital, tu- 
berculin testing had been done before 
the survey program commenced,' but 
was discontinued until 1956, when 
Fish** tested the whole patient popula- 
tion in the hospital. Using 0.0002 mg 


PPD, he found 44.6 per cent of 3,200 


tested patients positive. Since this hos- 
pital has its own photofluorographic 
equipment, it has carried a program of 
combined tuberculin testing and x-ray 
filming at annual intervals, which has 
continued to the present. At Pacific 
State Hospital, two tuberculin testing 
programs have been done in conjunc- 
tion with annual x-ray surveys.”* Using 
an intermediate strength PPD, 16 per 
cent and 17 per cent were found posi- 
tive in the two tuberculin surveys. Two 
newly opened hospitals for the mentally 
retarded, Porterville and Fairview, are 
planning also to do tuberculin testing in 
conjunction with annual x-ray surveys. 
In all four of these institutions x-ray 
surveys will be continued, in conjunc- 
tion with tuberculin testing, because of 
the relatively high prevalence of non- 
tuberculous pulmonary and _ cardiac 
pathology among the mentally retarded. 


Death Rate 


The death rate from tuberculosis 
among the mentally ill and mentally 
retarded has always been found to be 
high wherever studies have been done. 
Until recently California had been no 
exception. In the decade before the 
initial complete x-ray survey, the death 
rate among the mentally ill ranged from 
500 to 800 per 100,000 hospital popu- 
lation; among mentally retarded, from 
250 to nearly 600 per 100,000 (Table 
1). From these high points, the death 
rates have progressively decreased until, 
in 1958, the death rate for the men- 
tally ill had become 80 per 100,000 
and for the mentally retarded, 10 per 
100,000 (Figure 1). This dramatic 
drop in a little over a decade is partly 
the result of the general lessening of 
tuberculosis in the population. But the 
most important factor was unquestion- 
ably the finding of unknown, active 
cases of tuberculosis in the patient pop- 
ulation, followed by segregation and 
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treatment, thus preventing the multipli- 
cation of new cases. The treatment pro- 
gram has been improving steadily. 
Chemotherapy is widely used at both 
centers, and thoracic surgery is now 
used extensively with good results. Many 
of the earlier hopeless cases were re- 
moved from the patient population by 
death. There are fewer “chronic” cases 
now, and the present treatment program 
will continue to lower the death rate. 


Radiation 


The prominence of discussions in the 
recent literature of the possibility of 
danger from x-radiation in photofluor- 
ography led to review of the program 
of annual x-ray surveys. It was de- 
cided that in this particular situation 
the possible dangers were not important 
enough to justify discontinuation of a 
program so important to the control 
of tuberculosis. Both x-ray units have 
been frequently checked by physicists 
from the start of the program. Alumi- 
num filtration of 3 mm is used with 
current values of 90 KVP and 150 MA. 
Fast screens and fast, green-sensitive 
films are used. The field of radiation is 
confined to the fluorescent screen with 
no overlap. Exposure time varies with 
the diameter of the patients, but con- 
sistently runs below 0.5 seconds. This 
gives radiation over the dorsal aspect 
of the thorax of patients, at a focal-film 
distance of 42 inches, of an average of 
0.358 r per patient per exposure. Direct 
radiation to the gonads is screened by 
the collimator and it is estimated that 
the gonadal dose from secondary radia- 
tion incidental to an annual photofluoro- 
gram is extremely small. Coupled with 
the fact that childbearing in this group 
of individuals is unlikely, our conclusion 
is that the possibility of damage from 
radiation is remote and not a deterrent. 

A small number of mentally ill pa- 
tients are unruly or uncooperative to 
the point that they must be held in 
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position during the minifilming. Radia- 
tion of persons holding such patients, 
without added protection, was higher 
than desirable. Leaded rubber aprons 
and gloves were furnished to the per- 
sons holding patients, but the weight 
of these articles led to avoidance of 
their use. This method is being re- 
placed by the suspension of a sheet of 
leaded rubber from the corners of the 
hood, 1’ x 6’ in size, which allows the 
patient’s arms to be brought between 
the protective sheet and the hood; the 
“holder” stands behind the suspended 
protection. It has been our practice 
to utilize for this task of holding pa- 
tients either patients or employees who 
do not otherwise receive x-radiation; 
in addition, each person was limited 
to a maximum of 20 patients held for 
their x-rays. 


Employees 


The patients in the mental institu- 
tions were not the only ones profiting 
from the survey program. From the 
beginning, hospital employees were 
urged to avail themselves of the oppor- 
tunity of an annual survey film. Since 
mandatory participation was not legally 
possible, strong persuasion was used. 
The initial “prevalence” survey showed 
the highest findings: 2.44 per cent pre- 
viously unrecognized tuberculosis sus- 
pects among employees of the hospitals 
for the mentally ill, and 1.4 per cent 
among employees of the hospitals for 
the mentally retarded. Interestingly, 
these findings parallel the findings 
among patients in these two groups. 
Following the initial survey, the yield 
dropped sharply to 0.24 per cent in 
employees in hospitals for the mentally 
ill, continuing to a low yield of 0.02 
per cent in the 11th and 12th surveys. 
Among the employees in hospitals for 
the mentally retarded, not a single new 
tuberculosis suspect was found after the 
initial survey. 


i 
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Transfer of Survey Function 


The 13 years of operation of the 
above described survey function 


re- 


duced the tuberculosis problem to man- 


ageable size. 


On July 1, 1959, the 


operation and administration of this 
work was transferred to the California 


Department of Mental Hygiene. 


One 


mobile unit will operate under the di- 


rection of 


each tuberculosis center, 


Napa and Patton State Hospitals, cov- 
ering the hospitals in the two areas. 
The augmented staff of the two centers 
has assumed the additional responsi- 
bility for the case-finding program in 
all mental institutions as a routine part 
of the hospitals’ own activities. 
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The author of this paper has developed a theory concerning the induction of 
cancer in childhood, and indicates that existing data on childhood cancers 


are consistent with this theory. The argument appears provocative, 


impressive, and suggests further avenues for research. 


STATISTICS AND THE THEORY OF INTRAUTERINE 
INDUCTION OF CHILDHOOD CANCER 


Sigismund Peller, M.D., F.R.S.H., F.A.P.H.A. 


cancer differs from can- 
cer in adults in many and essential 
clinical, histological, and epidemiologi- 
cal points. And, yet, in various coun- 
tries at present and in the past, child- 
hood cancer presents the very same 
relatively stable panorama of features, 
apparently impervious to environmental 
and race factors. Some peculiarities have 
been known for a century, for instance, 
specific eye, adrenal, and kidney tumors 
of childhood, the high ratio of brain 
tumors and of sarcomas, and the rarity 
of gastrointestinal cancers; others, like 
the high ratio of leukemia, the de- 
clining age curve, and so forth, have 
been known for decades. However, the 
cause of these deviations has remained a 
riddle. 

Of the old cancer theories, none em- 
braces the full range of peculiarities of 
childhood cancer. The hereditary view 
does not help at all to understand the 
pathogenesis, even though a small mi- 
nority exhibits familial 
Cohnheim’s concept which focuses at- 
tention on displaced cells as the orgin of 
cancer is not of much help either.’ 
Bashford’s theory deals only with aging 
as a factor in cancer incidence,’ and 
Thiersch’s theory only with the pre- 
ponderance of sarcoma in children.* 


tendencies. 
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Without an understanding of the 
mechanism responsible for the main 
peculiarities of childhood cancer, we 
will be unable to tackle the problem of 
its prevention. Since most of the 
peculiarities are of a quantitative nature, 
it is the statistician’s task to pave the 
way and to search for the common de- 
nominator. For this purpose I applied 
statistical analysis to the existing theories 
and the facts of anatomy, physiology, 
and embryology. A few data may exem- 
plify the procedure. 

Cancer in children is rare; it accounts 
for but 1.7 per cent of all cancers in the 
population. If it were rare because 
cancer is a problem of aging, why, then, 
do children have more cancers at 0-4 
years of age than at 5-9, and almost 
twice as many cancers as at 10-14; the 
rates being 11.5, 7.7, and 6.1 per 
100,000, respectively.* 

Frequently the numerical relation 
between cancers of two organs in chil- 
dren is just the reverse of that in adults. 
Oropharyngeal cancers are in children 
3-4 times more numerous than stomach 
cancer; in adults the proportion is re- 
versed, 1:4.5 (see Table 1). The changes 
are similar when the mouth is compared 
with the lungs, or the kidney with the 
bladder, or the cerebellum with the cere- 


| 


Table 1—United States, 1952-1956, An- 
nual Number of Deaths 


0-14 30+ 

Cancer Years Years 
(a) Buccopharyngeal 19 4,490 
(b) Stomach 5.6 20,434 
a:b 34:1 1:45 


brum, or the adrenal medulla with the 
adrenal cortex, or leukemia with 
lymphosarcoma. None of the formerly 
mentioned theories requires these re- 
versals or discloses the mechanism be- 
hind them. 

Comparing childhood with, say, the 
age 60-74, we find cancer incidence of 
the gastrointestinal tract increases about 
3,000 times; of the respiratory organs 
about 1,200 times; of the oropharyngeal 
cavity about 300 times; cancers of the 
cerebrum or eye and leukemia increase 
only 10 and 5 times; and cancer of the 
cerebellum remains about the same 
(Table 2). What causes such tremen- 
dous differences in the increment? 

The sarcoma-carcinoma ratio re- 
verses itself in the course of life (Table 
3). In children, mesenchymal cancers 
—sarcomas and leukemias—are in the 
majority, while in adults, ectodermal 
cancers — i.e., carcinomas. Since Thi- 


ersch,* this reversal has been linked with 
the changing faculty of producing can- 
cer by the respective tissues. We shall 
discuss later this generally believed 
opinion. 

Some childhood cancers are called 
“congenital” because of their histology 
or of the time of their manifestation, but 
most childhood cancers are believed to 
be postnatally induced. There is no evi- 
dence for this dichotomy. Therefore, | 
put to test the following hypothesis: All 
childhood cancers are initiated prior to 
birth, in utero. Mainly, they are the 
response to exogenous cancerogens. In 
some organs these cancerogens are sup- 
plemented by endogenous catabolic 
or/and hormonal products. 

If this proposition is correct, then (1) 
in everyday life just as oxygen and 
nutrients enter the fetus from the 
mother’s blood via placenta and um- 
bilical veins, so, also, do cancer-relevant 
substances. No other road is open. (2) 
By distributing maternal cancerogens 
(or their precursors) within the fetal 
body, the normal fetal blood circula- 
tion determines the distribution of child- 
hood cancers by tissue of origin, system, 
organ, region of the body, and time of 
manifestation. 

First, all cancerogens, coming from 
the mother, contact the placenta. A 
part of them is absorbed and the pla- 
centa responds with about eight chorio- 


Table 2—United States, 1952-1956, Mortality per 100,000 


(a) (b) (c) 

Cancer 0-14 45-59 60-74 a:c= 

All cancers 8.5 209 607 37 
Gastrointestinal tract 0.06 44 179 1 : 2,983 
Respiratory organs 0.072 34.3 85 1 : 1,180 
Buccopharyngeal 0.045 5 14 1: 315 
Cerebrum and eye 0.7* 6.2* 7.0* 1:10 
Leukemia 3.9 7 21 1: 5.4 
Infratentorium 13° 1.2* 1.25* 1:11 


*Approxmiately. 
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Table 3—United States, 1952-1956, Ap- 
proximate Distribution of Tumors by 


Histology 


Sarcoma and 


Carcinoma Glioma Leukemia All 
Children 6 24 70 100 


Adults (30+) 88 2 10 100 


carcinomas per 100,000 pregnancies. 
The high frequency and short latency 
are believed to be due to the rapid aging 
of the placenta. However, in the fetus 
also, cancers appear within a few months 
after circulation has started. Second, 
cancer is entirely absent from the most 
rapidly aging fetal tissue, the so-called 
“fetal adrenal cortex.” Third, chorio- 
carcinoma is but little more frequent 
than cancer in young children, calcu- 
lated per about eight months (= 7.8 
per 100,000). 

All cancerogens that have passed the 
placenta come in contact with the vascu- 
lar endothelium before they penetrate 
to other fetal tissues. At first, the whole 
endothelium is lymphocytopoietic. Later, 
lympho- and granulocytopoiesis go on in 
widely dispersed intravascular areas and 
in peri- and extravascular foci, the en- 
dothelium being associated with their 
function and reaction. Consequently, 
the most frequent form of cancer in 
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children is leukemia (= 46 per cent of 
all), and, also, lymphosarcoma is quite 
common (= 10 per cent) (Table 4). 

At birth, the portals of entry for 
exogenous cancerogens switch from the 
umbilical veins to the epidermis and the 
epithelial inner lining of the alimentary 
and respiratory tracts. Therefore, after 
birth only a fraction of the exogenous 
cancerogens is carried to the endothe- 
lium and hemopoietic tissues. After 
age 35, when the effects of postnatal 
cancerogenesis supersede those of pre- 
natal cancer induction, cancers of the 
epidermis and the epithelium of the 
alimentary and respiratory tracts rise 
from 30 per cent to 50 per cent of all, 
while leukemia is reduced to 3.5 per 
cent and lymphosarcoma to 4 per cent. 
Now cancer distribution is radically al- 
tered (Table 4). 

After birth, blood is arterialized in 
the lungs and its chemical composition 
is the same in the upper and in the 
descending aorta. This is not so in the 
embryo and fetus. In that stage, the 
upper aorta carries blood richer in ma- 
ternal oxygen, nutrients, and cancero- 
gens than the blood in the descending 
aorta. This is because the upper aorta 
contains all the arterialized blood from 
the placenta mixed only with the venous 
blood from the abdomen and lower ex- 
tremities.°> The unused remnants of this 


Table 4—United States, 1952-1956, Percentage Distribution of Malig- 


nancies 
Childhood 30-44 45-59 60-74 

Leukemia 46.5 6.45 3.5 3.45 
Lymphosarcoma 9.6 8.55 49 3.9 
Skin, alimentary, and 

respiratory tracts 2.3 29.1 41.2 48.3 
Cervix uteri 0.04* 9.5* 5.0* 23° 
All others 42.0 46.5 45.4 42.0 

All 100 100 100 100 


* Within cancers of both sexes. 
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mixture are again diluted in the descend- 
ing aorta where they are joined by the 
venous blood that returns from the 
cephalic part of the body (via cava 
superior, right heart, and duct of Bo- 
tallo). The arterialized blood which is 
only once diluted supplies the head, 
neck, and upper extremities, while the 
twice diluted blood is given to the lungs, 
the abdomen, and the lower extremities. 
This difference has significant conse- 
quences. 

Physiologically, it accounts for the 
cephalocaudal law, that is, the more 
rapid development of the upper part of 
the body and the large size of the child’s 
head and brain. Pathologically, the re- 
sult is a high frequency of childhood 
cancers in the brain, eyes, calvaria, 
mouth, jaw, lymph nodes of the neck, 
and thyroid. Their number is about 
eight times the sum of all cancers of the 
skin, larynx, lungs, esophagus, gastro- 
intestinal tract, liver, and pancreas. In 
adults, the numerical relation of the two 
groups which in childhood was 8:1 is 
reversed to about 1:7. This is because 
only postnatally are the skin and the 
respiratory and gastrointestinal tracts 
under the direct impact of all exogenous 
cancerogens. 

Not all organs prenatally supplied by 
the descending aorta are cancer-poor in 
children. Thus, the kidney harbors at 
least 6 per cent of all cancers; more 
than the skin plus breasts, respiratory, 
alimentary, and genital organs together. 
This fact is accounted for by another 
physiological peculiarity of the fetal cir- 
culation: The fetal kidney, having 
hardly any glomerular filtration, keeps 
for itself the cancerogens delivered to it. 
They are not excreted to the bladder but 
accumulate and act continuously upon a 
primitive tissue. The fetal urinary blad- 
der receives via capillaries a small 
amount of cancerogens which, deposited 
in the muscular wall, give rise to a few 
sarcomas. Correspondingly, in children 
Wilms’s kidney tumors are 20 times as 


numerous as bladder cancers. After 
birth, the glomerular capillaries open, 
filtration sets in, and cancerogens get 
excreted with the urine to the bladder. 
There they come in contact with the 
epithelial inner lining and induce car- 
cinomas, not sarcomas. In due time, 
cancers become more numerous in the 
bladder than in the kidney.* 

Analogous reasons are instrumental in 
the gastrointestinal tract—small inci- 
dence of sarcomas in children vs high in- 
cidence of carcinomas in adults. 

As long as the vascular system is the 
only portal of entry and the only trans- 
portation vehicle for all cancerogens, 
almost all of them are deposited in the 
mesenchymal intra- and extravascular 
structures, and most cases have to be 
leukemias and sarcomas. This situation 
is a monopoly of prenatal life. Were all 
or most childhood malignancies induced 
after birth, the cancerogens would have 
the same portals of entry as in adults, 
and cancer distribution by organ, his- 
tology, and age would resemble the adult 
pattern, changing but little and grad- 
ually as life progresses. There would 
be no occasion for a reversal of the 
sarcoma-carcinoma ratio. 

In some organs, in the thyroid, liver, 
and adrenal medulla, the capillaries run 
very close to the epithelial structures.® 
In these organs cancer is, also in chil- 
dren, predominantly a carcinoma, not 
a sarcoma. Furthermore, in children, 
the optic retina, the cerebellum, and the 
adrenal medulla, although they are not 
mesenchymal, have a cancer output far 
in excess of their size. This is due to a 
high prenatal cancerogen supply be- 
cause of the local anatomy and _ physi- 
ology of fetal blood circulation. These 
data speak against Thiersch’s theory. 

Prenatal cancerogenesis dominates 


*In the United States among whites, 1952- 
1956, deaths per calendar year were as fol- 
lows: at 0-14 years 222 kidney and 11 bladder 
cancers; at 15-29 years, 31 kidney and 6 
bladder cancers; at 30+ years, 3,684 kidney 
and 6,649 bladder cancers. 
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frequencies, ratios, and histology of 
cancer in children and has a bearing on 
cancer distribution up to the mid-30’s. 
This we learn from the statistical analy- 
sis of leukemia, lympho- and bone 
sarcoma, and tumors of the CNS in re- 
lation to the organs postnatally directly 
accessible. 

In any population, the sum of pre- 
natally induced cancers may be com- 
pared with the contents of a storehouse 
which has received a relatively high flow 
of supplies, that is, cancerogens. At 
birth the influx was cut off, the store- 
house empties gradually, and the cancer 
age curve soon starts declining from the 
high level it occupied at 0-4. We recog- 
nize this emptying process because can- 
cers postnatally induced have different 
portals of entry and a longer average 
latency period. 

Cancerogenesis in utero goes on under 
perfectly normal physiological condi- 
tions with and without displaced cells. 
To grasp the role of the latter’ I selected 
three areas of the CNS known for their 
high frequency of displaced cells: (1) 
the peripituitary region; (2) the cere- 
bellar region; and (3) the spinal cord 
in its whole length. Of 100,000 new- 
borns, 26.3 succumb during childhood 
to a tumor of the CNS or its coverings. 
Of them, about 5.6 to 6.6 die of a tumor 
originating in displaced cells. Of the 
5.6 to 6.6, not even 0.01 belongs to the 
spinal canal, about 1.6 to 2.6 are crani- 
opharyngiomas, and about 4.0 are 
medulloblastomas (arising from Schaper 
cells in the fossa posterior). The tumors 
arising in displaced cells within the 
brain are 200 and 400 times as frequent, 
respectively, as those in the spinal cord. 
This is so because in the fetus the spinal 
canal gets cancerogen-poor blood from 
the descending aorta, while the head re- 
ceives cancerogen-richer blood from the 
aortic arch. Thus, tumors of the spinal 
cord and surroundings must be rare, 
whether they originate in normal or in 
displaced cells. Compared with the cere- 
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brum, the cerebellum has a much higher 
density of capillaries’ and gets more of 
their contents including cancerogens on 
account of a higher venous blood pres- 
sure. The cerebellum responds to the 
higher amount with a higher output of 
cancers originating both in normal as 
well as displaced cells. 

In proportion, displaced cells turn out 
significantly more malignant tumors 
than normal cells do. Yet, only a small 
fraction of them turns malignant. Thus, 
during the whole life span, per 100,000 
carriers of displaced cells in the peripi- 
tuitary region, approximately 21+ de- 
velop craniopharyngioma. It is the 
amount of cancerogens the respective 
areas have received in utero which is of 
primary importance, not the presence or 
absence of displaced cells. 

Recently, Stewart and associates in 
England, and Ford, Patterson, and 
Treuting® in this country have shown 
that x-ray examination of pregnant 
women doubles their children’s cancer 
incidence. 

X-rays travel straight to the target. 
They are independent of the umbilical 
vein and the fetal blood circulation. The 
distribution of x-ray-induced cancers by 
region of the body, system, and organ 
should therefore deviate from the usual 
pattern. Comparing Stewart’s 178 can- 
cerous children who had a history of 
prenatal irradiation (Table 5, column 
B) with the 1,121 who had none 
(column <A), we realize that some 
malignancies of the lymphomyelopoietic 
system (48.8 per cent instead of 57.2 
per cent) and of the brain are lacking, 
and that correspondingly there are more 
tumors of the eyes, mouth, pharynx, 
abdomen, and bones.* However, the real 
differences due to x-rays are twice as 
large. The prenatally irradiated cancer 
victims consist of two equally sized 
groups, namely, the post hoc and the 
propter hoc cases. The former (Table 5, 


* A. Stewart. (Unpublished data.) 
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Table 5—Cancer in 1,299 English Children, 0-9 Years of Age* 


Number of Cases 


A 


Prenatally 
Not Irradiated 


Organ or System 1,121 


Myelo- and lymphopoietic system 641 
Head,* mouth, and pharynx: 


CNS 185 
Others 14 
Neck and chestt 14 
Abdomen: 

Genitourinary organs 126 
Suprarenals 71 

Digestive organs, peritoneum, and 
retroperitoneum 27 
Bone and other mesenchymal organs 41 
Remaining 2 
1,121 


B Ba Bb 
Prenatally Irradiated 
178 89 89 
87 50.9 36.1 
27 14.7 12.3 
5 1.05 3.95 
1.0 
10.0 18 
16 5.6 10.4 
6 2.4 3.6 
8 83 4.7 
178 89 89 


* According to Stewart who kindly supplied the unpublished part of her data. 


+ Without bones. 
{Without bones and lymph nodes. 


column Ba) would have had cancer any- 
way, even without their mothers’ x-ray 
examinations. They shared the normal 
cancer risk with all other fetuses of the 
respective sector of the population and, 
responding to it, ought to have a cancer 
distribution identical with column A. 
Only the propter hoc cases are addi- 
tional, and only they demonstrate the 
genuine x-ray effect (column Bb). To 
find their cancer distribution one has 
to subtract column Ba from column B. 

In column Bb, the number of leu- 
kemias and lymphosarcomas is but 36 
instead of 51, and the ratio is 40.3+5.1 
per cent as against 57.2+1.4 per cent. 
This is a statistically significant consider- 
able difference. Also the number of brain 
tumors (12 vs 15) is diminished. On 
the other hand, there is an excess in the 
eyes, the mouth, the bones, and, espe- 
cially, the abdomen. Intraabdominal 
organs gave rise to 32 instead of 18 
cases; the genitourinary and digestive 
organs, the adrenals, the peritoneum, 


and the retroperitoneum participating in 
the larger output. Moreover, also sacro- 
coccygeal teratomas increased in num- 
ber. 

The diagnostic x-ray examination be- 
ing a weak exposure mainly supple- 
ments prenatal cancerogenesis and pre- 
cipitates tumor manifestation. This 
interpretation has implications regarding 
(a) the action of cosmic and terrestrial 
rays, and (b) thyroid cancer in young- 
sters who as infants received a thera- 
peutic x-ray dose in the vicinity of the 
thyroid gland (Duffy, Simpson. Crile, 
and others'®). 


Summary and Conclusion 


1. I presented a method of solving an 
old problem of pathology by the co- 
ordination of mortality analysis with 
embryophysiology and anatomy. The 
discussed features of childhood cancer 
are accounted for by (a) the time— 
prenatal, (b) the source of exogenous 
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cancerogens—the mother, and (c) means 
of their transportation—fetal blood cir- 
culation. We have not discussed the role 
of endogenous cancerogens. 

2. The usual distribution of childhood 
cancer is changed by prenatal exposure 
to x-rays because their route is inde- 
pendent of the fetal blood circulation. 

3. Although epidemiological features 
of childhood cancer are not hereditarily 
determined, prevention to be effective 
has to start with the female-half of the 
preceding generation." 
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ABSTRACTS 


The Journal presents for the first time abstracts of papers that deserve attention 
but may not appear in full elsewhere. Apstracts, which will appear at appropriate 
intervals, is also an attempt to resolve in part the enviable quandary of editors who 
receive more worth-while material than can be published in the available space. 


REPORT ON A FAMILY NEIGHBORHOOD 
CLINIC 


Beatrice Berte, M.D. The Society for the 
Investigation of Human Ecology and the New 
York Hospital, Department of Medicine; 
Marcaret Grossi, M.D., The New York Hos- 
pital-Cornell Medical Center, Department of 
Pediatrics; Exste Jackson, R.N., The Society 
for the Investigation of Human Ecology, New 
York, N. Y. 

A week-day afternoon clinic with of- 
fices for two doctors, a nurse, and a 
sociologist, and laboratory and _ treat- 
ment facilities serves as “family physi- 
cian” to some 100 families living within 
a five-block radius of it. It is testing the 
idea that outpatient care should be 
neighborhood-centered. Manipulation of 
the patient’s environment and alteration 
of his attitudes are undertaken con- 
comitantly with the specific treatment 
of the disease entity. Easy accessibility 
of the clinic to all members of a family 
and close and continual association with 
clinical personnel make such treatment 
feasible and rewarding. Observations of 
illness and family situations can be made 
easily through the public health nurse’s 
frequent contacts with patients in the 
neighborhood. These data, recorded reg- 
ularly, furnish the basis for rational and 
prompt action on the part of the physi- 
cian especially when crises arise. 

Records of illness episodes in 50 neigh- 
borhood families are being collected over 
a five-year period. When no study family 
has been seen for a month, the visiting 
nurse calls at the home and queries the 
mother about episodes of illness and on 
the number of visits paid to other medi- 
cal facilities. This study should provide 
information on the amount of medical 


care this group uses, the constant or 
inconstant rate of illness in different in- 
dividuals and families, and the associa- 
tion of illness with economic, social, and 
personal situations. The clinic is also 
the center for a university-sponsored 
ecological study of drug addiction in the 
area. 


GETTING ON WITH THE PUBLIC HEALTH 

JOB 

Rosert J. Anpoerson, M.D., M.P.H., 
F.A.P.H.A., chief, Communicable Disease 
Center, Public Health Service, Atlanta, Ga. 
Presented at the Annual Meeting of the IIli- 
nois Public Health Association, Springfield, 
April 22, 1960. 

The extension of public health into 
such areas as control of noninfectious 
diseases, accident prevention, and _re- 
habilitation of the chronically ill in no 
way lessens the need to press on against 
infectious diseases. Poliomyelitis and 
VD are examples of jobs only partly 
done. Efforts on other diseases and prob- 
lems must be stepped up and goals re- 
defined. Prevention of viral infections 
by numerous means deserves increased 
emphasis. Health organizations should 
be concerned, too, with the early detec- 
tion of potential chemical and biological 
agents of warfare. Health agencies must 
work harder to help the aged and dis- 
abled maintain a high potential. Mental 
health services should be integral to com- 
munity services centered on prevention, 
outpatient treatment, and rehabilitation. 
Control of air and water pollution is in- 
creasingly important. Air, for example, 
needs the same type of clean-up job that 
is required to keep our food, milk, and 
water safe. Personnel shortages and the 


VOL. 51, NO. 10, A.J.P.H. 


il 


need for more patient care facilities must 
be met through voluntary and official 
cooperation. New methods of financing 
medical care will have to be found. 
Health needs cut across the arbitrary 
lines of disciplines and professions. To 
alter ways of life that contribute to pub- 
lic health problems we must understand 
cultural patterns, for example. Increas- 
ingly, we will be obliged to draw upon 
a variety of hitherto untapped intellec- 
tual resources. Getting on with the pub- 
lic health job calls for each in his own 
work to slough off practices that are 
outmoded, unrewarding, and ineffective. 


RADIATION PROTECTION: ITS RATION- 
ALE AND CONSIDERATIONS FOR ES- 
TABLISHMENT OF SUCH PROGRAMS 
IN THE AMERICAS 


Dr. I. M. Lourte and Tuomas E, Suea, 
Radiation Protection Unit, Pan American 
Health Organization, Washington, D. C. Pre- 
sented at the Third Meeting of the Inter- 
American Nuclear Energy Commission, May 
9-13, 1961, Washington, D. C. 

Radiation safety programs should pro- 
tect the individual from the stresses due 
to radioactivity, but should not hinder 
progress in the development of the nu- 
clear sciences and their application to 
medicine, agriculture, industry, and re- 
search generally. As public health is 
involved, the Pan American Health Or- 
ganization has made preparations to help 
American nations establish protection 
programs and also develop their radia- 
tion application and research activities 
by: stimulating national health services 
to develop procedures and regulations, 
including registration of sources, and to 
adopt international standards for protec- 
tion where x-rays and radioisotopes are 
used and wastes disposed of; promoting 
the teaching of basic health physics and 
radiation protection in the professional 
schools, especially from the ecological 
and epidemiological approach, with some 
aid in the form of fellowships for ad- 
vanced study; fostering the use of radio- 
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isotopes for medical diagnosis, therapy, 
and research through, for example, inter- 
national seminars and the training of 
electronics technicians; encouraging re- 
search in those applications of radiation 
which may have medical, public health, 
and veterinary significance. Studies 
should be carried out in a pattern accept- 
able for the study of human ecology— 
and not as isolated physical and clinical 
findings unrelated to each other, and 
to unstressed controls. The cooperation 
of other inter-American agencies with 
their additional technical competence 
and economic resources is essential to 
the success of the PAHO program. 


WORLD HEALTH PROBLEMS — YOUR 
PROBLEMS 


Cartos Luts Gonzatez, M.D., Dr.P.H., 
F.A.P.H.A., assistant director, Pan American 
Sanitary Bureau, Regional Office for the Amer- 
icas of the World Health Organization. Pre- 
sented at the Annual Meeting of the Illinois 
Public Health Association, Springfield, IL, 
April 21, 1960. 

Preventive medicine is entering an 
era of participation by the people. But 
essential to any advance is a coopera- 
tive approach by every nation. The fol- 
lowing demand international collabora- 
tion in health: An infected individual 
can now circle the globe in less time than 
it takes most communicable diseases to 
incubate; unequal development in differ- 
ent countries in the promotion of health 
and control of disease is a common dan- 
ger; peoples of developing areas have a 
firm determination to improve their lot. 
WHO and PAHO work selectively in 
the interest of this collaboration. Ex- 
amples of their programs and services 
through which the United States derives 
tangible benefits are malaria eradication 
(economic implications), elimination of 
the Aedes aegypti mosquito in the West- 
ern Hemisphere (part of the United 
States is always under its threat), epi- 
demiological data dissemination (aid in 
establishing priorities), research (con- 
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cerned with questions better answered by 
world cooperative efforts than by local 
or national groups alone). In addition, 
WHO's El Paso Field Office serves as 
secretariat of the U. S.-Mexico Border 
Public Health Association, established 
in 1942 to carry out a practical coopera- 
tive program between the United States 
and Mexico for controlling venereal dis- 


eases. It now helps coordinate: activities 
between health officers of adjacent bor- 
der communities; stimulates cooperation 
over common problems such as control 
of rabies, tuberculosis, and personnel 
training; and fosters organization of 
inter-border community health councils 
—an excellent pattern for frontier co- 
operation between other nations. 


Agency of County in Which APHA Is to Meet 


The Wayne County Health Department was organized in April, 1943, with 
Joseph G. Molner, M.D., as its first director and a staff of five persons. In 1960 
the Health Department moved into the new Wayne County Health Center. Total 
staff is now 158. 

Between 1940 and 1960, the population of the Wayne County area served by 
the Health Department grew from 392,171 to 996,153. (The region under its 
supervision covers approximately 483 square miles. It includes 23 cities, 5 villages, 
and 13 townships.) The rate of growth in the county varied from 282 per cent 
in the area adjacent to the city of Detroit to approximately 85 per cent in the 
outlying area. By contrast the population of the city of Detroit increased by only 
2.9 per cent. 

In the words of the Health Department’s annual report for 1960, “New 
patterns of living pose new challenges to the public health profession, and your 
Health Department is preparing to meet them.” Holding to this thought throughout, 
the report describes the agency’s program in detail and shows the need for more 
financial support. The cost of Health Department services to Wayne County resi- 
dents in 1960 was 63 cents per capita. 

Information on availability of report from Joseph G. Molner, M.D., who is 
still director of the County Health Department (officed in Eloise, Mich.) as well 


as health commissioner of Detroit. 
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EDITORIALS 


A New Look at the Environment 


UBLIC HEALTH workers have long con- 

cerned themselves with the problems 
engendered by the physical and biologi- 
cal environment. They have been ac- 
customed for well over a century to deal 
with that environment. In the Western 
World, at least, control of the environ- 
ment for the protection of the health 
and comfort of man has been marked by 
reasonable success. In those past opera- 
tions, the familiar processes of control 
evolved from intensive scientific in- 
quiries, the formulation of standards of 
measurement and appraisal, and the 
corresponding adjustments of adminis- 
trative practice and budget. 

Within the last 20 years interest has 
been renewed and intensified in the field 
of environment because of the emer- 
gence of new hazards from new as well 
as old domestic and industrial wastes 
entering the water, air, and land which 
surround us. The major new character- 
istic of this environment, at least from 
a public health standpoint, is that the 
contaminants which have accompanied 
industrial expansion are great in num- 
ber, subtle in influence, and _indeter- 
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minate in public health effects. We are 
confronted, as it were, with a search for 
a disease or a complex of diseases which 
may be properly attributed to or asso- 
ciated with these environmental insults. 
In the past, the search was not for a 
disease, but for the principles and prac- 
tices necessary for the control of known 
diseases, e.g., typhoid fever, cholera, and 
the general diarrheal diseases. The con- 
trast is important for administrative 
practice. 

At the Second National Congress on 
Environmental Health at Ann Arbor, 
during June, 1961, the emerging char- 
acteristics of this so-called new environ- 
ment were thoroughly discussed. It was 
clearly developed during these sessions 
that great areas of ignorance exist re- 
garding the impact upon health and 
comfort of environmental contaminants 
of land, air, and water. 

The issue, therefore, is how to extri- 
cate the public health profession from 
its present state of indecision, so that 
intelligent and reasonably well founded 
administrative action may proceed, with- 
out giving offense to scientific and politi- 
cal integrity. 

At that conference, Abel Wolman at- 
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tempted to list the steps essential to such 
decisive statesmanship in the public 
health field. Even though these steps 
are historically familiar, their restate- 
ment should be helpful. Briefly they en- 
compass the following: 

a. A precise statement of the essential char- 
acteristics of the environmental problem. 

b. An appraisal by competent professional 
groups of the real and apparent health aspects 
of the various factors involved. 

This is an area in which the American Pub- 
lic Health Association has had a long and 
successful experience, not yet officially applied 
to the present issues. 

c. The development of suitable standardized 
methods for the analysis of exotic chemicals. 
In this category the APHA might well pro- 
vide dynamic leadership. 

d. The design and promulgation of criteria 
of health, safety, and comfort in the environ- 
ment. 

e. The toxicological effects of the sub- 
stances finding their way into the environ- 
ment must be assessed on a continuing basis 
by professional groups, preferably rooted in 
voluntary societies rather than in government. 


Some have suggested that all of these 
objectives might be accomplished on a 
national level by a unit similar to a 
Federal Council on the Environment, 
attached either to the National Academy 
of Sciences or to the federal government. 
The proliferation of such devices piled 
layer upon layer either in government 
or in a semigovernmental unit should 
give one pause. It is only because of the 
default of professional scientific bodies 
that such agencies need to emerge. When 
they do arise, they would always be 
subject to the valid criticism that they 
inevitably fall within the stream of un- 
due political influence and action. Vol- 
untary professional groups, continuously 
aware of their responsibility to society, 
may bolster government action by pro- 
viding objective scientific analyses and 
appraisal. 

In the modern problems of the en- 
vironment, it is doubtful whether these 
professional opportunities have yet been 
widely solicited or accepted. 
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Advancement of Community 
Health and Safety Practice 


—— new books—two out and one 
on the press—have been readied for 
public health workers and their allies 
in advancing the cause of good health 
and safety practice. They are: “Adminis- 
tration of Community Health Services” ; 
“Guide to a Community Health Study,” 
second edition, 1961; and “Accident 
Prevention: The Role of Physicians and 
Public Health Workers.” An advertise- 
ment in this issue contains special in- 
structions on how they may be ordered. 

These new works represent the col- 
laborative efforts of the Program Area 
Committees on Public Health Adminis- 
tration and on Accident Prevention with 
other agencies or groups vitally inter- 
ested in the subject matter. Such coop- 
eration is a cardinal principle in the 
APHA’s approach to its mission. 

“Administration of Community Health 
Services” is a joint undertaking of 
APHA and the International City Man- 
agers Association, the Public Health 
Service cooperating with editorial and 
other assistance. Its publication reflects 
the fact that responsibility for commu- 
nity health is shared by many local agen- 
cies, groups, and individuals. 

This book is a practical daily guide 
for chief city and county administrators 
to the best policies and programs in the 
field. It should also provide the alert 
health officer with a new view of 
important health problems. In terms 
of the magnitude and complexity of these 
problems, this work should be most wel- 
come, for it offers technical and admin- 
istrative skills of corresponding scope 
to solve these problems. One happily 
finds in its 26 chapters, each written 
by well known leaders in public health, 
further insights into realistic planning 
and reliable evaluation of program, 
efficient fiscal and reporting technics, 
and sound personnel administration. One 
is also exposed to creative ideas for 
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providing health services more effec- 
tively—in metropolitan areas, for ex- 
ample—by such methods as joint proj- 
ects among agencies and coordination 
of activities between cities and counties. 

Since it first appeared in 1960, “Guide 
to a Community Health Study” has been 
extensively tested in the field among the 
citizen groups and voluntary organiza- 
tions for whose use, under health depart- 
ment or other professional guidance, it is 
intended. These include health councils, 
PTA’s, service clubs, granges, associa- 
tions for tuberculosis, heart and cancer 
and other voluntary agencies, all rightly 
regarded by public health workers as 
their valued partners. The guide makes 
no attempt to prescribe, wisely recog- 
nizing that communities differ as widely 
as individuals in their needs. 

Although similar in format to the first 
edition, the guide has now been so sub- 
stantially revised that it might well be 
dubbed a new rather than a second edi- 
tion. Accounting for this in part is the 
addition of valuable sections on mental 
health, disaster planning, safety, and 
medical care. Other improvements: 
duplication of material has practically 
speaking been eliminated, and charts are 
of improved design. 

The guide and the APHA-ICMA 
manual discussed above are the first and 
second in a series of documents prepared 
by the Program Area Committee on 
Public Health Administration to foster 
the improvement of community health 
services. A third document, “Indices of 
Community Health Services,” intended 
for professional measurement of the ef- 
fectiveness of health programs, is cur- 
rently being developed by the committee. 

The foreword, preface, and introduc- 
tion to “Accident Prevention: The Role of 
Physicians and Public Health Workers,” 
respectively by representatives of the co- 
operating Public Health Service, Ameri- 
can Medical Association, and the APHA, 
exemplify the collective effort it takes 
to produce a book of this kind. Support- 
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ing the effort with these organizations 
were many professional groups, such as 
the National Safety Council, American 
Academy of Pediatrics, Industrial Medi- 
cal Association, National Education As- 
sociation, and several universities. All 
took part in the book’s authorship under 
the leadership of the APHA Program 
Area Committee on Accident Preven- 
tion. 

In the words of this committee's 
chairman, “Physicians and public health 
workers, many of whom have so far re- 
frained from becoming involved in the 
accident prevention problem, are en- 
couraged to tease out of the matrix of 
this book those shreds of activity which 
they feel can be woven into their own 
practice.” The attitude underlying 
“shreds” accounts for the expression of 
other realistic points of view in the text. 
One premise of the authors is that little 
is known about man’s ability or motiva- 
tion to compensate for physical, physio- 
logical, or psychological deviations from 
the normal. Yet the reader will find 
more data than he can quickly digest 
on the physical, physiological, and 
psychological factors in accident preven- 
tion. 

If this book does nothing more than 
convince its intended audiences—and in- 
clude among them more than its title 
suggests—that “accidents don’t just hap- 
pen,” it will have served a high purpose. 
For, until the illusion that accidents are 
the result of uncontrollable events is 
destroyed, too many persons who can 
contribute to safer and saner living will 
no doubt remain aloof from the search 
for and control of the more basic causes 
of accidents. 

Testing all three works against the 
recent thought-provoking report of the 
Technical Development Board, entitled 
“A Broadened Spectrum of Health and 
Morbidity,” one may justly conclude 
they are substantial contributions to 
APHA’s ongoing efforts in “breaking 
the morbidity barrier.” Their subject 


matter posed questions which the APHA 
has discussed within the family, and then 
examined in national, regional, and local 
meetings. Now after having collected 
examples of problems these subjects 
bring forth and of methods developed 
to meet them, the Association has pub- 
lished its thoughtful reactions. In doing 
so, it has collaborated “with other organ- 
izations . . . toward the common basic 
ends of a better society and a better life.” 


Vaccination Against Influenza 


ae is frequently described as a 
disease with high morbidity and low 
mortality, yet this characterization is 
true only to a limited degree. The lethal 
potential of the disease is not small, a 
problem emphasized by the excess mor- 
tality associated with Asian influenza 
between 1957 and 1960. During this 
period, 86,000 deaths more than nor- 
mally expected occurred in the United 
States as a result of three epidemics. 
When analyzed, the mortality experience 
in the period 1957-1960 showed that 
the excess deaths occurred in certain 
well defined groups. In 1953, Burnet 
emphasized that the aged who acquire 
influenza are much more likely to die. 
As he put it, “Any elderly person ren- 
dered frail by physical disability is 
likely to succumb to an attack of in- 
fluenza. This was heavily underlined 
during the 1951 influenza outbreak in 
Great Britain. In Liverpool the epidemic 


passed like an angel of death amongst 


the old.” Other persons at high risk 
are pregnant women and the chronically 
ill, especially those suffering from cardio- 
vascular and bronchopulmonary dis- 
eases. It is expected that lives would 
be saved if people in such high-risk 
groups were routinely immunized against 
influenza. 

For this reason the Surgeon General’s 
Advisory Committee on Influenza has 
recommended that such persons be im- 
munized with polyvalent influenza vac- 
cine as soon as practicable after Septem- 
ber 1 and no later than the beginning 
of the influenza season in late December. 
[t is important that immunization be 
carried out before influenza becomes 
prevalent in a community, as a two- 
week delay in the development of anti- 
bodies may be expected. 

For primary immunization of adults 
the Advisory Committee recommends 
1.0 ce (500 CCA units) of polyvalent 
vaccine given subcutaneously. Where 
feasible, persons not previously immu- 
nized should receive a second dose of 
1.0 cc, about two months after the first 
injection. A small but significant group 
do not develop adequate antibody after 
the first injection, and the second dose 
helps to protect them. Those who have 
previously been immunized should re- 
ceive a single booster of 1.0 cc sub- 
cutaneously each year. Hopefully, in- 
fluenza vaccination will become as 
routine for persons in the high-risk 
groups as is the immunization of infants 
against diphtheria or pertussis. 
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LETTER TO THE EDITOR 


To tHE Epiror: 


I would like to comment on a state- 
ment made by Wise, et al., in their arti- 
cle, “Coronary Artery Disease II: Age 
Specific Incidence of First Myocardial 
Infarction in White Males,” which ap- 
peared in the American Journal of Pub- 
lic Health in June, 1961. They state, 
“. . . thus the incidence of infarction 
might tend to be higher in this report 
than actually existed but not lower.” 


cent of myocardial infarctions may be 
silent and not recognized clinically un- 
less an EKG is routinely taken. Routine 
EKG’s were not done as far as I can 
tell in the study by Wise, et al. There- 
fore, the actual number of first myo- 
cardial infarctions in their plant popu- 
lation must be greater than what was 
found; and what they have shown is a 
minimum estimate of incidence. 

The appreciation of this as a minimum 
estimate I am sure will be realized when 


Actually, their particular study design 
can only give a minimum estimate for 
two reasons. One, sudden deaths without 
EKG evidence apparently were not in- 
cluded in their figures. Certainly an 
appreciable percentage of such deaths 
are due to coronary disease. Two, the 
Framingham Study and the Chicago 
Study have shown that some 15-20 per 


our technics for measuring the total 
spectrum of coronary disease have de- 
veloped beyond the relatively crude 
methods used today. 


James P. Dunn, MLD. 
Assistant Professor of Epidemiology, Uni- 
versity of Pittsburgh Graduate School of 
Public Health, Pittsburgh, Pa. 


Schools of Public Health in the United States and Canada: 1960-1961 


The American Public Health Association has prepared a report for the academic 
year 1960-1961 on the 14 Schools of Public Health in the United States and Canada. 
This report is similar to that for the previous year published in the American Journal 
of Public Health in November, 1960 (page 1770). 

The report includes summaries of income and expenditures of the schools. A 
comparison with last year’s figures reveals an increase of about 5 per cent in average 
income and about 10 per cent in average expenditures. 

Tabulations of faculty members are presented by age, sex, title, full-time: 
part-time status, subject taught, and professional category. The total number of faculty 
members (1,454) represents an increase of about 22 per cent over that reported last 
year. 

A total of 886 students received their degrees during the academic year 1960- 
1961, an increase over the previous year of about 18 per cent. The tabulations of 
graduates indicate age, sex, geographic distribution, major subject, professional 
category, source of sponsorship, and degree awarded. An interesting comparison is 
that 19.2 per cent of graduates this year were from countries other than the United 
States and Canada, whereas the corresponding figure for last year was 20.9 per cent. 

The current paper is available without cost to readers of the American Journal of 
Public Health. Persons interested in receiving copies are invited to request them from 
the Committee on Professional Education, American Public Health Association, 1790 
Broadway, New York 19, N. Y. 
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APHA ANNUAL MEETINGS 
1961—November 13-November 17—Detroit, Mich. 
1962—October 15-19—Miami Beach, Fia. 


Open Meeting on Resolutions 


The Committee on Resolutions invites 
all members of the APHA in attendance 
at the Annual Meeting in Detroit to the 
public reading of all policy resolutions 
which have been submitted to it this 
year. The reading will take place on 
Monday, November 13, 1:30 p.m., in 
the Crystal Room, Sheraton-Cadillac 
Hotel. 


Open Meetings of Governing Council 
APHA members who will be in at- 


tendance at the Annual Meeting in 
Detroit are welcome to and urged to at- 
tend the meetings of the Governing 
Council, the APHA policy-making body. 
The Governing Council meets Sunday, 
November 12, at 2:00 p.m. and 
Wednesday, November 15, at 2:15 p.m., 
in the English Room, Sheraton-Cadillac 
Hotel. 


New Report Available 
A report on Schools of Public Health 


in the United States and Canada has now 
been prepared for the academic year 
1960-1961. A description of this paper, 
and information on how to obtain a 
copy, may be found on page 1597. 


Standards in Lighting and Ventilation 


With the American Society of Heat- 
ing, Refrigerating and Air-Conditioning 
Engineers, the Illuminating Engineering 
Society, and the APHA as sponsors, Sec- 
tional Committee A53 of the American 
Standards Association is being organized 
for the purpose of preparing appropriate 
standards for the illumination and ven- 
tilation of buildings. These will replace 
American Standard on Light and Ven- 
tilation published in 1946. The standards 
will be based on two reports, one de- 
veloped under the aegis of the IES, the 
other under the direction of the 
ASHRAE. The American Public Health 
Association has accepted administrative 
responsibility for the central Sectional 
Committee that will coordinate the two 
reports, work on which has now begun. 
The Sectional Committee is scheduled 
to meet in February, 1962. 

Organizations concerned with illumi- 
nation or ventilation will be invited to 
participate in the work of the Sectional 
Committee and of the two subcommittees 
that are to write the standards. In dis- 
cussions of plans Andrew T. Boggs and 
John G. Eadie have represented the 
ASHRAE; C. L. Crouch, the IES; and 
Francis B. Elder, the APHA. Sectional 
Committee A53 operates under ASA’s 
Construction Standards Board of which 
J. Lloyd Barron is chairman. 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Dr. Allen 
N. Koplin, 1005 S. 16th St., Birmingham 

ARIZONA PUBLIC HEALTH ASSOCIATION, Catharine 
Weiser, Supervisor of Public Health Nurses, Pima 
County Health Department, Tucson 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, A Nicholas Parlette, 693 Sutter St., San 
Francisco 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Mrs. 
Nevin Kilpatrick, 2228 Jasmine, Denver 7 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Mrs. Shirley T, Steidel, R.N., VNA, 28 S. Main St., 
West Hartford 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAIL PUBLIC HEALTH ASSOCIATION, Mrs. 
Mapuana P. McComas, 1018 Lunalilo Street, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 7 

1OWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
lowa Hospital Association, 1012 Liberty Bidg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. 
Wilmore, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Peggy 
Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, George 
M. Ineichen, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, Md. 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, weaaneene County Health Dept., County Bldg. 
Ann Arb 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S&S. 
Fleming, M.D., State Dept. of Health, University 
Campus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, V. T. 
Hawkins, State Board of Health, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, 5th Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Mrs. Lou 
Esmay, City-County Health Dept., Great Falls 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
— Carey. Lincoln Dairy Council, 620 Sharp Bidg., 
Lincoln 


Western Branch: International Meet 


Almost 200 persons were on the pro- 
gram of the joint meeting (June 26-29, 
San Diego) of the Western Branch- 
APHA and the United States-Mexico 
Border Public Health Association. Some 
70 of the participants were from states 
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NEVADA PUBLIC HEALTH —S Mrs. Elaine 
Walbroek, 101 W. Arroya, Ren 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Wil- 
liam J. Chamberlain, 118 W. State St., Trenton 8 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Mrs. Mary Gilliland, State Dept. of Public Health, 
Santa Fe 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, oo Ann McVey, 4317 Robinson St., Flushing 


55, N. Y. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Helen Craver, P. O. Box 2975, Winston-Salem 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
George E. Michaelson, P. O. Box 325, Bismarck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O"Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach, R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 
Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 401 Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION. Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
R.N., Dept. of Health, Des Moines 19, lowa 

SOUTHERN BRANCH, APHA, H. W. Stevens, M.D., 
Court House, Box 7525, Asheville, N. C. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


in Mexico, about 30 represented the 
Public Health Service and the Pan 
American Health Organization, and the 
balance were for the most part from the 
western United States. Papers were 
given in the native tongue of the speaker. 
To allow for optimum communication 
between the 873 registrants a simultane- 
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ous translation service was provided 
throughout the meeting through the 
generosity of the PHS, the PAHO, and 
the contributions of both sponsoring or- 
ganizations. 

Presiding at the inaugural session 
were the respective presidents of the two 
associations, Dr. Edward Lee Russell, 
health officer, Orange County, Santa 
Ana, Calif., and Dr. Adan Mercado 
Cerda, chief, Coordinated Services of 
Health and Welfare, Cd. Victoria, 
Tamaulipas. The former’s address dealt 
primarily with those problems “against 
which our best efforts have often brought 
discouragement and failure.” He ex- 
pressed the opinion that strict intellectual 
honesty and a frank appraisal of one’s 
mistakes is more imperative in public 
health than in clinical medicine. “The 
clinician’s mistake may cost the life of 
one patient but the errors in judgment 
of the public health worker may ad- 
versely affect the lives of thousands,” he 
said. He singled out for more intensive 
public health effort “extinct” diseases 
such as yellow fever and VD, the obscure 
diseases such as infectious hepatitis, 
“unbiquitous infections,” for example, 
staphylococcus (“medical tradition 
teaches us that medical progress has 
usually been made against apparently 
insuperable odds”), and environmental 
hazards (the sanitarian and engineer 
may find themselves hard pressed to 
keep informed of the nature and charac- 
teristics of new chemical substances, for 
instance ). 

Dr. Russell spoke, too, of undone jobs. 
“Probably the most towering failure of 
modern public health,” he stated, “is our 
inability to convince the American pub- 
‘lic of the merits of fluoridation. . . .” 
To our “discredit,” we have tools which 
should have been used far more than 
they have, for example, the miniature 
x-ray for identifying early lung cancer 
in men over 40, and cytologic screening 
for cervical and laryngeal cancer. Not 
infrequently, he noted, the veto of a 


community screening program, say, for 
diabetes or glaucoma, can be laid at the 
door of a board member “who takes a 
dim view of the voluntary health agency 
‘getting into the practice of medicine.’ ” 
In this connection he pointed to “one 
of the grievous faults that besets all 
medical disciplines”: the misunderstand- 
ings and differences of opinion that often 
“arise out of the lack of perspective 
which is inherent in specialization.” Not 
until private and public health phy- 
sicians “sit down at the table with com- 
munity leaders and together plan their 
campaigns in an atmosphere of mutual 
respect” will the public good be fully 
served, he said. 

Dr. Abraham Horwitz, director, Pan- 
American Sanitary Bureau, Regional 
Office of the World Health Organization, 
Washington, D.C., delivered the keynote 
address “Health Across the Borders” at 
the Inaugural Session. Dr. Theodore 
Bauer, chief, Bureau of State Services, 
PHS, Dr. Felipe Garcia Sanchez, direc- 
tor-general of Health Services in States 
and Territories, Mexico, and Dr. B. D. 
B. Layton, principal medical officer, In- 
ternational Health Section, Ministry of 
National Health, Canada, gave progress 
reports of their nations’ health at the 
first plenary session. During the second 
general session delegates heard a discus- 
sion of “What's New in Public Health,” 
with speakers treating of such topics as 
home accidents, yellow fever eradication, 
cancer, epidemiology, and diarrheal di- 
seases. A multidiscipline panel discussed 
research at the final session. Among the 
panelists was Marion W. Sheahan, R.N.., 
deputy general director, National League 
for Nursing, who also represented APHA 
at the meeting in her capacity as Presi- 
dent. 

Some 80 papers were presented dur- 
ing the meetings of the Western Branch’s 
ten sections held jointly with their count- 
erparts in the Border Association. 

The Local Committee was chaired by 


J. B. Askew, M.D., health officer for San 
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Diego County, and coordinated by Elmer 
Bingham, M.D. Assisting them as chair- 
men of committees were: Raymond 
Leach, arrangements; Rufus Schneiders, 
M.D., entertainment; Dorothy Stocker, 
exhibits; Peg White, publicity; and 
Stella Soroker, M.D., program. 

Subjects of the 11 resolutions that 
Western Branch-APHA adopted at this, 
its 28th annual meeting were: Use of 
Doctors of Veterinary Medicine; Sani- 
tarian Training; National Milk Market- 
ing Legislation (opposed); National 
Milk Sanitation Act (supports); Hous- 
ing Regulations; Nurses’ Public Health 
Training (supports efforts to strengthen 
profession through baccalaureate educa- 
tion) ; Special Nurse Services and Home 
Nursing (in prepayment plans); Con- 
tinuity of Patient Care; Mental Health 
Program in Health Department; Ad- 
justment of Fluorides (reaffirms sup- 
port): Census Changes (urges taking 
one in 1965). (The Resolveds are printed 
in full in the August issue of Western 
Public Health, 693 Sutter St.. San Fran- 
cisco 2, Calif.) 

Western Branch-APHA 
1961-1962 are: 


President—S, P. Lehman, M.D., director, Seat- 
tle-King County Health Department, Seattle, 
Wash. 

President-Elect—A. C. Hollister, Jr., M.D., 
chief, Public Health Administrative Re- 
search Project, California State Department 
of Public Health, Berkeley 

Vice-President—Terrell O. Carver, M.D., direc- 
tor of health, Idaho State Health Depart- 
ment, Boise 

Vice-President—Tom Drummey, supervisor of 
special health services, Washington State 
Department of Health, Seattle 

Vice-President—Ruth B. Howard, M.D., direc- 
tor, Children’s Health Service Division, Colo- 
rado State Health Department, Denver 

Secretary-Treasurer — Robert G. Beaumier, 
Washington State Department of Health, 
Seattle. 


officers for 


The 1962 meeting of Western Branch- 
APHA will be held next June 4-8, in 
Portland, Ore. 
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North Carolina: The Rigging Needed 


“Pioneers, Progress and Prospects” 
was the appropriate theme developed for 
some 700 delegates to the North Caro- 
lina Public Health Association’s Golden 
Anniversary Meeting in Greensboro, 
June 28-30, 1961. The Guilford County 
Health Department, founded also in 
1911, shared the celebration as the pio- 
neer local department in the state with a 
full-time physician as superintendent of 
health. A large delegation from neigh- 
boring South Carolina Public Health 
Association joined in commemorating 
this event through participation in many 
of the general and section meetings. 

The first general session, with Presi- 
dent Grace Daniel presiding, featured a 
mental stage-setting address by Dr. 
Berwyn F. Mattison, Executive Director, 
APHA, on “Public Health’s Organiza- 
tion Man.” After citing the incompara- 
ble educational opportunities available 
both to the general public and to the 
public health practitioner, Dr. Mattison 
described much of the progress that has 
brought the public health worker to his 
present pass: “embarrassed by riches” 
in the multitude of technics available to 
him today. Efficient utilization of these 
desirable advantages requires the serv- 
ices of the organization, he said. The 
organization man in public health that 
Dr. Mattison described is one who be- 
lieves in the importance of concerted 
effort to establish adequate plans for cul- 
tivating public health knowledge and 
for seeing that the principles and laws 
stemming from this knowledge are more 
effectively applied. As to the role of a 
professional organization in determining 
standards of practice and of preparation 
within the profession, he pointed out 
that such self-determination is a privilege 
almost unique to this country, the role 
usually being pre-empted in other ..- 
tions by government. He emphasized 
the “urgent need for the public health 
professional to make himself heard in 


the legislative halls where statutes are 
being enacted which will provide the 
framework within which the future 
health of our nation must be protected 
and improved.” 

In the “pioneers” phase of the pro- 
gram, a panel of public health elder 
statesmen moderated by Dr. Wyan 
Washburn discussed the not-so-good-old- 
days of public health. Dr. W. S. Rankin, 
consultant, Duke Foundation, and the 
first full-time state health officer in North 
Carolina, traced the growth of public 
health work in the state from the initial 
budget of $100 in 1886 to the present 
$12,626,327. Dr. John Ferrell, retired 
director of the Rockefeller Sanitary Com- 
mission, outlined the activities of various 
Rockefeller agencies in the state from the 
1909 hookworm eradication campaign 
through the extensive fellowship pro- 
gram of recent years. Dr. Ben Wash- 
burn, retired, also once with Rockefeller 
agencies, traced the growth of county 
health departments in the state from 
community demonstrations, through 
medical and sanitary inspections of 
school units, to the present complete 
coverage of all 100 counties in the state 
with whole-time health department serv- 
ices. Mrs. Elsie Guffey, retired traveling 
nurse, State Board of Health, regaled 
the audience with humorous yet often 
poignant anecdotes of the early days 
when the nurse, astride a mule or an 
equally cantankerous Model T, acted as 
sanitarian, healer, and teacher with un- 
believable aplomb. 

Following the panel, a film depicting 
the Guilford County Health Depart- 
ment’s 50 years of growth was shown. 

As a prelude to the “Progress” por- 
tion of the program, Dr. Sam Holbrooke, 
vice-president of the North Carolina 
Medical Society, noted that the trio of 
research and teaching, public health, and 
private medicine were responsible for 
successes in the health field. He added 
that public health as the middleman 
should assume additional responsibilities 


in accident prevention, recruiting, and 
the stimulation of basic health education 
in elementary schools. 

Dr. George Moore, community health 
practices consultant for the Public 
Health Service, pointed up advances in 
public health in a paper entitled “Fifty 
Years Before the Mast.” Comparing the 
pioneers in public health with those 
craftsmen who laid the keel and erected 
the mast of a staunch vessel, Dr. Moore 
stated that the challenges of today are 
those of fitting this durable basic struc- 
ture with the more modern rigging of a 
desire to fight, conquer, and eradicate 
disease, not merely to provide services. 
“The local health department should be 
the catalyst, the organizer, the planner, 
the expediter and the demonstrator.” 
Community problem-solving with the 
goal of prevention should be an impor- 
tant part of our concept of public health, 
he said. When this concept becomes en- 
grained in our thinking, the desirable 
transition from merely providing serv- 
ices to accepting the more challenging 
aspects of the public health vocation can 
be made. This will allow us to set the 
course for horizons unlimited. 

Grace Daniel, in her Presidential Ad- 
dress likened the NCPHA with its 50- 
year childhood to an adolescent with the 
bubbling enthusiasm, shining idealism, 
impulsive good will, and, above all, 
capacity for attainment and growth that 
mark the teenager. Then, rapid-fire, she 
enumerated the responsibilities which 
must be shouldered by this young or- 
ganization in developing maturity. 
NCPHA, to her thinking: must accept 
the fact that continuous education will 
be the rule rather than the exception; 
must accept its professional responsibili- 
ties to maintain professional recognition ; 
must recognize that it is time to put more 
emphasis on the “public” in public 
health; and must continue to give work- 
ers the opportunity to learn through ex- 
perience that they can respect one an- 
other even when they disagree. 
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The discussion of “Prospects” pro- 
jected modern public health technics into 
the future. On video tape recording, 
Dr. A. L. Chapman, Assistant Surgeon 
General, Chief, Division of Accident Pre- 
vention, PHS, interviewed Dr. Luther 
Terry, Surgeon General, PHS; United 
States Senators Sam J. Erwin and B. 
Everett Jordon; and United States Con- 
gressman Horace Kornegay. Each par- 
ticipant discussed briefly a vital respon- 
sibility of organized public health, and 
expressed gratification to the NCPHA, 
the Guilford County Health Department, 
the pioneers who primed the pump, and 
the North Carolina State Board of Health 
for so well accepting and acting upon 
that responsibility of prevention en- 
trusted to them. 

Following the video tape recording, 
Dr. Chapman in person delivered an 
address on “Prospects for Better Health,” 
pointing out the paradoxical situation 
of Americans today: having longer life 
but less happiness; suffering less physi- 
cally but suffering more atrophy of 
spirit; having a superfluity of food yet 
diminished stamina; so surrounded by 
all the comforts and ease provided by 
modern technology that physically and 
psychologically we become less able to 
react adequately to emergencies. With 
almost Biblical simplicity and impact, 
Dr. Chapman then indicated possible 
solutions. Optimistic signs of awakening 
are at hand as shown by the current 
interest in weight control, intensified 
treatment of alcoholism, research in acci- 
dent prevention, and recognition of 
youthful crime as a menial illness in- 
volving the entire family complex. Good 
omens cited for personal health were 
longer life expectancy and improved 
mental outlook. In community health 
are the beginnings of more efficient pro- 
grams through coordination and coop- 
erative endeavors of voluntary health, 
welfare agencies, and official depart- 
ments. In family health there is growing 
reacceptance of parental authority and 
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responsibility. In public health, health 
departments are more and more accept- 
ing responsibility in accident prevention, 
alcoholism, juvenile delinquency, medi- 
cal care, air pollution, and radiological 
health. He concluded on the question: 
“Can we harness, control, and manage 
the riches of today in so sound and sensi- 
ble a way that we, while boasting of our 
freedom, will not in fact become the 
slaves of a technology of our own crea- 
tion—the witless victims of our own 
success ?”” 

During the annual banquet the fol- 
lowing honors were conferred: The 
Merit Award, for outstanding group con- 
tribution to public health—City of Char- 
lotte-Mecklenburg County Health De- 
partment; the Watson S. Rankin Award, 
for outstanding contribution to public 
health over a span of years—J. H. 
Moore, who also had received the “Out- 
standing Sanitarian Award” conferred 
by the Sanitation Section; the Carl V. 
Reynolds Award, for outstanding con- 
tribution to public health in the past 
year—Dr. William L. Wilson. Honorary 
Membership was conferred on: Rachael 


D. Davis, M.D.; Calvin C. Applewhite, 


M.D.;: and Dennis S. Cook, D.D.S. 
Twelve 25-Year Service Pins were 
awarded. 


Officers elected for the year 1961-1962 


are: 


President—Benjamin M. Drake, M.D., health 
director, Gaston County Health Department, 
Gastonia 

President-Elect—Betty Keziah, Mecklenburg 
County Health Department, Charlotte 

Vice-President (new office) — Doris Tillery, 
Raleigh 

Treasurer—Corrina S. Sutton, Raleigh 

Secretary—Helen Craver, Winston-Salem 

Representative to Governing Council, APHA— 
Robert F. Young, health director, Halifax 
County Health Department, Halifax. 


In further recognition of a half-cen- 
tury of accomplishment by the NCPHA 
and the Guilford County Health Depart- 
ment, two publications were distributed: 
a souvenir program and anniversary 
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issue of the Health Bulletin, official pub- 
lication of North Carolina State Board 
of Health; and a revised, enlarged an- 
niversary issue of the North Carolina 
Public Health Association Handbook. 

The North Carolina Academy of Pre- 
ventive Medicine and Public Health met 
on June 28 in conjunction with the 
NCPHA conference. Dr. Roscoe Kandle, 
commissioner of health, New Jersey, 
gave the two principal addresses: “What 
Will the Health Director Direct?” and 
“A Future for Public Health?” 

(The Journal is indebted to Robert W. 
Brown, sanitarian, Buncombe County 
Health Department, Asheville, and im- 
mediate past secretary, NCPHA, for the 
major portion of this report.) 


Georgia Public Health Association 


The 32nd Annual Convention of the 
Georgia Public Health Association was 
held in Savannah, May 21-24, 1961, with 
602 delegates on hand. Also in attend- 
ance were members of the State Board 
of Health who were platform guests at 
the first general session. 

Highlighting the general session were 
addresses by John D. Porterfield, M.D., 
Deputy Surgeon General, Public Health 
Service, and the Honorable Ernest Van- 
diver, governor of Georgia. 

Certificates for 100 per cent member- 
ship in the association were awarded to 
51 counties and 12 services and sections 
within the State Health Department. 

Officers for 1961-1962 are: 


President — Carl Fox, executive secretary, 
Georgia Tuberculosis Association, Atlanta 
President-Elect—Dorothy Barfield, district di- 

rector, Public Health Nursing, Dalton 
Vice-President—A. Faegin Parrish, M.P.H., 
State Health Department, Atlanta 
Treasurer—Edna Little, State Health Depart- 
ment, Atlanta 
Secretary—Martha Power, State Health De- 
partment, Atlanta 
Representative to Governing Council, APHA— 
R. J. Walker, Jr.. M.D., M.P.H., district 


medical director, Macon. 


The 1962 convention will be held in 
Atlanta, April 30-May 2. 


Arizona: Land of Growing Urbanites 


Some 150 members of the Arizona 
Public Health Association assembled at 
the Grand Canyon for the annual meet- 
ing held May 17-19. The theme for the 
meeting was “Metropolitanism—-A New 
Frontier in Arizona,” most appropriate 
in that Phoenix is said to be the second 
fastest growing city in the United States, 
and since only 11 states are reported to 
have a higher proportion of urban 
dwellers than Arizona. 

Special guests and speakers at the 
conference were: Dr. Berwyn F. Matti- 
son, executive director, American Pub- 
lic Health Association, New York City; 
Dr. James K. Shafer, chief, Division of 
Community Health Practice, Public 
Health Service, Washington, D. C.; State 
Senator Glenn Blansett, Navajo County ; 
State Senator J. M. Richards, Navajo 
County; Roy Young, assistant general 
manager, Kennecott Copper Co., Hay- 
den; Sam Maxcy, executive secretary, 
Maricopa County Farm Bureau, Phoenix; 
S. E. Morris, administrator, Good Sa- 
maritan Hospital, Phoenix; Charles 
Pine, director, Public Relations, Valley 
National Bank, Phoenix; Milton Gan, 
executive director, Community Council, 
Phoenix; J. J. DeBolske, executive direc- 
tor, the League of Arizona Cities and 
Towns, Phoenix; Sylvain Schnaittacher, 
Phelps-Dodge coordinator, International 
Union Mine, Mill and Smelter Workers, 
Warren; Charlotte Buchen, reporter, 
Arizona Republic, Phoenix; Marshall B. 
Willis, director of advertising and pub- 
licity, El Paso Natural Gas Company, 
El Paso, Tex. 

Dr. Shafer, in the keynote address, 
called attention to the nation’s rapidly 
increasing urbanization. By 1900, the 
country had only four metropolitan cities 
containing more than one million inhabi- 
tants, and only 21 per cent of the popula- 
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tion lived in urban communities. By 
1950, there were no less than 14 metro- 
politan areas of more than a million 
people. By the year 2000, it is forecast, 
the United States may have 320 million 
people and one-third of these will live 
in ten super-metropolitan areas. Esti- 
mates are that by then some 85 per cent 
of the population will be urban. 

Dr. Shafer pointed out that this 
demographic revolution and evolution, 
which is resulting in more metropolitan 
sprawl, often stirs up political conflict 
which has ill effects on the public health 
program. Mutual cooperation within the 
area may prove to be very difficult at 
times because of a predominance of one 
political party in the city and of another 
in the suburbs. State legislatures, too, 
he said, are commonly weighted toward 
the interests of rural and suburban 
people, which in turn tends to create 
some inequities to the city in the matter 
of state aid. 

Haphazard growth has meant poor 
community development and many dif- 
ficult problems. Public health leaders 
must participate more in planning many 
aspects of metropolitan growth, such as 
water supply, sewage disposal. recrea- 
tion, medical care facilities, milk sup- 
ply, and many others, he said. 

The balance of the program was de- 
voted mainly to panel discussions on the 
role of industry, management, and labor 
in public health. There was stout de- 
fense of actions taken in the recent legis- 
lature against the air pollution bill, 
which in turn called forth eloquent re- 
buttals pointing up the urgent need for 
control of smog, a growing problem in 
the area. Another vigorous discussion 
arose over the varied aspects of medical 
care for the indigent. The costs of this 
program are a matter of concern in all 
counties, and it is obvious, it was said, 
that health workers must apply them- 
selves to a solution of this community 
problem. 

At the annual banquet of the asso- 
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ciation, special Certificates of Honor 
were presented to Clarence G. Salsbury, 
M.D., retired state commissioner of 
health of Arizona, and to Esther M. 
Closson, M.D., retiring director of the 
Pima County Health Department, 
Tucson. 

George W. Marx, director, Bureau of 
Sanitation, State Department of Health, 
presided over the conference. The in- 
coming president of the association is 
Hugh H. Smith, M.D., M.P.H., president, 
Pima County Board of Health. Other 
officers for 1961-1962 are: 
President-Elect — S. F. Farnsworth, M.D., 

M.P.H., director, Maricopa County Health 

Department, Phoenix 
Vice-President — Verona Massey, Clerk III, 

Bureau of Sanitation, State Department of 

Health, Phoenix (also rapporteur of the 

meeting) 

Secretary—Catherine Weiser, nursing super- 
visor, Pima County Health Department, 

Tucson. 


The next annual meeting of the asso- 
ciation is to be in Tucson in the spring 
of 1962. 


North Dakota: Hardy Delegates Meet 


Two-thirds of the membership turned 
out for the two-day 18th annual meeting 
of the North Dakota Public Health Asso- 
ciation (Jamestown), on April 24, de- 
spite the state’s severe blizzard which 
occurred on April 23. 

The Deputy Surgeon General of the 
Public Health Service, John D. Porter- 
field, M.D., opened the meeting with a 
paper on “The Potentials in Public 
Health,” and closed the conference with 
a summary entitled “Health Communi- 
cations.” By report, both presentations 
were “enthusiastically received by mem- 
bers of the association who have since 
been quoting Dr. Porterfield to citizens 
of the state at every opportunity.” 

Other general session speakers in- 
cluded Lorraine Smith, director of edu- 
cation, Farmers Union, Jamestown, and 


Carroll Lund, M.D., Williston, president 
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of the North Dakota State Medical Asso- 
ciation, who spoke, respectively, on the 
citizen’s and the physician’s role in pub- 
lic health; Kenneth Heller, psychologist 
of the University of North Dakota who 
spoke on “The Role of the Educator in 
Public Health”; and Willis Van Heu- 
velen, executive officer of the State 
Health Department, whose topic was the 
“Wide Picture of Public Health.” The 
Nursing Section had discussions on 
“Pediatrics in Public Health Nursing”; 
Environmental Sanitation heard a paper 
on “Public Relations in Public Health”; 
and the General Health Section dis- 
cussed “Medical Assistance to the Aged” 
following a presentation on the subject 
by C. H. Peters, M.D., chairman of the 
committee on Medical Economics of the 
North Dakota State Medical Association. 

Outgoing president was William E. 
Unti. Officers elected for 1961-1962 are: 


President—Eugenia Burr, R.N., Fargo 

President-Elect—Cora Shelstad, Bismarck 

Vice-President—Keith Vandergon, M.D., Grand 
Forks 

Secretary-Treasurer—George Michaelson, Bis- 
marck 

Representative to Governing Council, APHA— 
Alice Peterson, M.D., Bismarck. 


Melvin E. Koons, M.P.H., chief of 
laboratory services, North Dakota State 
Department of Health, received the first 
NDPHA Special Achievement Award 
for outstanding leadership in public 
health. He was also one of seven NDPHA 
members to receive certificates in recog- 
nition of 25 years of service in the State 


Health Department. The others are Tony 
Bavone, Louise Gronlund, Dorothy Gor- 
ove, Vincent Kavaney, Alma Raftshol, 
and Margaret Watts. 

The next meeting of the North Dakota 
Public Health Association will be at 
Dickinson, April 29 and May 1, 1962. 


Indiana Affiliate Elects 


Among principal speakers at the 15th 
annual meeting of the Indiana Public 
Health Association (Indianapolis, April 
27-28) were: Martin P. Hines, D.V.M., 
chief, Veterinary Public Health Section, 
North Carolina State Board of Health, 
Raleigh; Stewart T. Ginsberg, M.D., 
commissioner, Indiana Division of Men- 
tal Health, Indianapolis; James G. Ter- 
rill, Jr.. assistant chief, Division of 
Radiological Health, Public Health Serv- 
ice, Washington, D. C.; and P. F. Ayer, 
executive secretary, Council of the South- 
ern Mountain, Inc., Berea, Ky. The last 
named was banquet speaker. 

The Annual Award of the IPHA was 
given to Don E. Bloodgood, professor 
of sanitary engineering, Purdue Uni- 
versity, West Lafayette. 

Outgoing president was Hester Beth 
Bland, H.S.D. Officers for 1961-1962 
are: 

President—Louis E. How, M.D. 
President-Elect—Albert L. Klatte 
Vice-President—Arnold Brockmole, M.D. 
Treasurer—S. H. Hopper, Ph.D. 
Secretary—Malcolm J. McLelland, consultant, 

Health and Physical Education, State Board 

of Health, Indianapolis. 


APHA Membership Application Blank on Page XXXVII 
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EMPLOYMENT SERVICE 


Annual Meeting Employment Service 


An employment center will be located in the exhibit area of Cobo Hall at the 
89th Annual Meeting for the period November 13-16, 1961. The service will be 
sponsored by the Michigan Employment Security Commission, an affiliate of the 
U. S. Employment Service, and the Association. Professional personnel will be 
available to assist employers and employees. 


Employers and candidates are urged to file beforehand. This should be done 
through your local state employment service office. Filing by October 15 is re- 
quested so that records can be duplicated and forwarded to the meeting. It will 
be possible to register at the meeting also. Early registration at the employment 
center will facilitate making appointment arrangements. Records will be made 
available whether or not individuals or agency representatives are present at the 
meeting. 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 
Association. 

Advertising space in these pages is available at special rates to official and voluntary 
health agencies, and individuals seeking employment. The charges are $5 for the first 50 
words or fraction thereof and $1 for each additional 10 words or fraction thereof. There is no 
charge to members or Fellows of the Association who desire to utilize the Positions Wanted 
portion of these pages. Closing date for receipt of advertisments is the first of the month 
preceding the desired month of publication. 

All correspondence should be sent to the American Public Health Association, 1790 
Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 
Two Maternal and Child Health Physi- 


cians—One with obstetrical training and one 
with pediatric training, to participate in com- 
prehensive maternal and child health program. 
Requires general internship and not less than 
two years’ training in pediatrics or obstetrics; 


District Health Officer—Greater Anchor- 
age Health District, Anchorage, Alaska, a 
rapidly growing new community of approxi- 
mately 95,000 population. Administer a gen- 
eralized public health program. Minimum 
salary $14,500. M.D. and M.P.H. required. 


| 


Public health experience desired but not man- 
datory. Civil service. Write Mr. Willis Town- 
send, President, Greater Anchorage Health 
District, 217 E St., Anchorage, Alaska. 


Pediatrician—to head State Clinic staff 
serving children with a variety of crippling 
conditions. Requires not less than two years’ 
training in pediatrics and one year of addi- 
tional training or experience, preferably in 
public health; also citizenship and eligibility 
for Connecticut license. Merit system, paid 
vacation, sick leave, and retirement plan. Re- 
ply to B. Dearington, State Department of 
Health, Hartford 15, Conn. 
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training or experience in public health (desira- 
ble but not essential) ; or equivalent combina- 
tion of foregoing training and experience. 
Eligibility for Connecticut licensure and citi- 
zenship also required. Merit system, sick leave, 
paid vacation, retirement. Reply to B. Dear- 
ington, State Department of Health, Hartford 
15, Conn. 


Public Health Officer—to direct and co- 
ordinate public health laboratory, nursing, 
nutrition, and emergency health mobilization 
service programs of the Hawaii state health 
agency. Requires M.P.H. and six years’ pub- 
lic health physician experience, three in an 
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administrative or supervisory capacity. Salary 
$12,192-$14,820. Contact the Department of 
Personnel Services, 825 Mililani St., Honolulu 
13, Hawaii. 


Public Health Officer I and If—Positions 
with the Hawaii Department of Health. Grade 
I as administrator of county public health pro- 
gram on a half-time basis, and Grade II as 
assistant director of adult health. Requires 
M.P.H. and graduation from an accredited 
medical school and, for the I, two years’ physi- 
cian experience, for the II, three years’ public 
health physician experience, one year in ad- 
ministering a public health service program. 
Salaries—I: $5,268-$6,402; II: $11,064-$13,440. 
Write to Department of Personnel Services, 
825 Mililani St., Honolulu 13, Hawaii. 


Crippled Children’s Physician—Position 
in the Hawaii Department of Health to direct 
medical care program for crippled children 
and administer program for prevention of 
children’s disease and deformity. Requires one 
year of public health experience or master’s 
degree in public health and eligibility for cer- 
tification by the American Board of Pediatrics, 
Orthopedics, Neurology, or Plastic Surgery. 
Salary $11,064$14,112 per annum. Contact 
Department of Personnel Services, 825 Mililani 
St.. Honolulu 13, Hawaii. 


Institution Medical Services Director— 
Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing care services in an 
institution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or 
Psychiatry and Neurology, and eligibility for 
a medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 
Services, 825 Mililani St., Honolulu 13, Hawaii. 


Medical Health Officer—for Springfield, 
Mass. (population 175,000). Modern public 
health program, including school health serv- 
ices. Staff: 60 full-time and 34 part-time em- 
ployees. Excellent personnel policies. Quali- 
fications: M.D., M.P.H., and experience in 
public health required. Salary $14,300 per 
year. Apply to John C. Ayres, M.D., 1414 State 
St., Springfield, Mass. 


Commissioner of Public Health—for the 
city of Worcester, Mass., population 200,000. 
Minimum requirements: citizenship, M.D. from 
Grade A medical school, public health degree, 
practical public health experience. Well or- 
ganized staff, 75 full time, 50 part time. Ideal 
living conditions. Maximum salary at present 
$15,000. Position now available. Apply, out- 
lining qualifications and background, and 
salary desired, to Francis J. McGrath, City 
Manager, City Hall, Worcester, Mass. 


Public Health Physician—to act as assist- 
ant health officer in the expanding St. Louis 
County (Minn.) Health Department located 
in the heart of the famed Minnesota Arrow- 
head Country. Liberal vacation, sick leave, 
and retirement policies. St. Louis County pays 
employee premiums on hospital-medical and 
life insurance policies. Civil service benefits 
and tenure. Salary to $14,000 per year. Mini- 
mum qualifications: eligibility to practice med- 
icine in the state of Minnesota, and completion 
of at least 45 hours of graduate study in the 
public health medical field. Apply to St. Louis 
County Civil Service Department, 416 Court 
House, Duluth 2, Minn. 


Public Health Director—Duties involve 
joint administration of Greene County Health 
Department serving approximately 30,000 pop- 
ulation and the city of Springfield Health and 
Welfare Department serving 95,000 population. 
The city provides all normal public health 
services and also operates a modern 50-bed 
hospital and outpatient clinic for indigents. 
The public health program maintains excellent 
relations with the local medical profession. 
Requirements: M.D. degree from approved 
medical school and M.P.H. degree. Local or 
state public health administrative experience 
may be substituted for the M.P.H. degree. 
Salary open. Write to Department of Person- 
nel, City Hall, Springfield, Mo. 


Medical Director—for state-wide Tubercu- 
losis Control Program for the state of Nevada, 
with headquarters in Reno. Salary $1,007- 
$1,348, depending upon training, experience, 
and board certification in an appropriate spe- 
cialty. License: eligibility for licensure in 
Nevada. Excellent recreational opportunities, 
including fishing, hunting, water sports, and 
mountain climbing. Exceptional fringe bene- 
fits. For further information contact Nevada 
State Personnel Department, Carson City, Nev. 


Director, Division of Public Health and 
Preventive Medicine—Large general hospi- 
tal. Must have M.D. and M.P.H. degrees. Will 
direct development of county-wide public 
health program. Excellent facilities. Salary 
open. Apply: Rufus R. Little, M.D., Super- 
intendent, Bergen Pines County Hospital, Pa- 
ramus, N. J. 


District Health Officer—Tri-County Unit: 
headquarters Bend, Ore. M.D. and M.P.H. 
degrees, and eligibility for medical licensure 
in Oregon. Salary $13,200 a year to start. 
Write to Mr. A. T. Johnson, Personnel Direc- 
tor, Oregon State Board of Health, P. O. Box 
231, Portland 7, Ore. 


Director of Public Health—The city of 
Richmond, Va., is recruiting for a director for 
its Department of Public Health. Richmond 
has a City Manager form of government with 
a strong merit system for employees. The 
Director of Public Health is a major depart- 
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ment head appointed by the City Manager. 
The economy of the area is sound and pros- 
perous, and history has shown it to be rela- 
tively depression-free. Richmond is the capital 
of Virginia. Its history, culture, and continu- 
ing growth make it an interesting and pleasant 
place in which to live and work. Qualifica- 
tions: graduation from an approved medical 
school and from a recognized school of public 
health; five years’ experience in public health 
work. Salary $12,558, with periodic step in- 
creases to $15,132. Reply to Director of Per- 
sonnel, City of Richmond, Room 314, City 
Hall, Richmond 19, Va. 


District Health Officer—Public health ad- 
ministrator of a district area; district epidemi- 
ologist. Plan, organize, supervise work of pro- 
fessional staff consisting of engineers, nurses, 
sanitarians, nutritionists, dental hygienists, 
health educators, and social workers. Requires 
M.D. and M.P.H. degrees and license to 
practice medicine in Wisconsin. Salary: start- 
ing rate $1,006, $1,131, or $1,256 per month, 
depending on training or experience which 
can be credited toward board certification in 
public health. Civil service, vacation, sick 
leave, Social Security, retirement, group health 
and life insurance benefits, travel allowance. 
For applications and further information write 
R. J. Siesen, Personnel Officer, State Board of 
Health, State Office Bldg., Madison 2, Wis. 


Local Health Officer — Montgomery 
County, Hillsboro, Ill. Well established Health 
Department. Salary $12,000, with fringe bene- 
fits. Prefer person with M.P.H. but will con- 
sider someone with public health experience. 
Valid license to practice medicine in state of 
Illinois. Apply to Dr. W. T. Douglas, 113 
West Wood St., Hillsboro, Ill. 


Public Health Nursing Supervisor— 
Montgomery County Health Department, Hills- 
boro, Ill. Salary $6,000-$7,200. Appointment 
at rate commensurate with training and experi- 
ence. Good personnel policies, generous fringe 
benefits. Must have had an approved program 
of study in public health leading to a bache- 
lor’s degree. M.P.H. in public health nursing 
is desirable. Apply to Dr. W. T. Douglas, 113 
West Wood St., Hillsboro, Tl. 


Public Health Nurses—Arizona. Arizona 
needs public health nurses: beginners, experi- 
enced, supervisory. Beginning positions in 
Phoenix with no experience needed; excellent 
supervision. Supervisors and experienced per- 
sonnel needed in other parts of the state. Must 
have a degree from an approved college pro- 
gram, or one year of approved study in public 
health nursing. With no experience, start at 
$355 and go to $373 in six months. Mileage 
allowance 10 cents per mile. Twelve holidays 
per year, three weeks or more of vacation 
leave, sick leave benefits. Good facilities, good 
climate, growing communities. State retire- 
ment, plus OASI. Write Arizona Merit System, 
State Capitol Bldg., Phoenix, Ariz. 
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EMPLOYMENT SERVICE 


QUALIFICATIONS: 


BIOSTATISTICIAN WANTED 
FOR INDUSTRIAL HEALTH 
PROGRAM 


Master’s 
degree in biostatistics, public 
health statistics or mathemati- 
cal statistics. Three to five 
years’ experience in investiga- 
tions of biostatistical problems. 
Experience desirable in appli- 
cation of electronic computer 
to biostatistical problems. 


PROGRAM areas for company- 


wide studies include: 

Studies of morbidity and mor- 
tality. 

Design and analysis of investi- 
gations in experimental toxi- 
cology. 

Evaluation of sickness 
ance plans. 


insur- 


Correlations of environmental 
and medical factors in indus- 
trial hygiene investigations. 


Salary commensurate with quali- 


fications and experience. 


Write for information, enclosing 


a resume, to: 


Business and Technical Personnel 
Department 
EASTMAN KODAK COMPANY 
343 State Street 
Rochester 4, N. Y. 


NEW YORK STATE DEPARTMENT OF HEALTH 


Notre: For certain of the following positions written tests and/or 
interviews will be given at the APHA Detroit Annual Meeting. 
(See last paragraph.) 


PHYSICIANS 


District Health Officers—To carry on specific phases of public health work in a 
health district, various locations. Salary $10,550-$12,590 or $14,378-$15,310, depending 
on qualifications. M.P.H. degree with at least six months of general public health 
experience and eligibility for a New York State license. (Appropriate experience may 


be substituted for the M.P.H. degree.) 


Associate Public Health Physician (various specialties)—To serve as assistant 
director of the state-wide program indicated by the parentheticals listed below; location 
Albany, N. Y.; salary $12,980-$15,310. (Maternal and Child Health)—Must have at 
least two years’ experience in pediatrics or obstetrics, six months of which may have 
been in a related specialty, an M.P.H. degree (appropriate experience may be substituted), 
and eligibility for a New York State license. (Heart Disease )—Must have at least two 
years’ experience in heart disease or field experience in epidemiology, an M.P.H. degree 
(appropriate experience may be substituted), and eligibility for a New York State license. 


Director, Bureau of Maternal and Child Health—To plan and coordinate the 
state-wide program; headquarters Albany, N. Y. Salary $14,410-$16,890; possibility of 
appointment at a higher salary. Must have at least four years of apppropriate adminis- 
trative or teaching experience in public health, pediatrics, or obstetrics, and either an 
M.P.H. degree or additional public health experience, and eligibility for a New York 
State license. 


Director, Bureau of Hospital Review—To establish and carry out new state-wide 
program concerned with review of scope, quantity and quality of hospital care, and 
direct studies and activities in the field of voluntary hospital insurance and medical 
economics; headquarters Albany, N. Y. Salary $18,000, with possibility of supplementa- 
tion through university teaching appointment. For exceptionally qualified candidate, 
a higher salary may be obtained. Must have M.D. degree, three or more years in 
hospital administration and planning, or equivalent; graduate education in hospital 
administration or public health desirable. 


PUBLIC HEALTH EDUCATORS 


Senior Public Health Educators—To provide consultation and service to personnel 
in state and local health departments who are responsible for public health programs; 
location Albany, N. Y.; salary $7,000-$8,480. Must have M.P.H. degree with specialization 
in public health education and appropriate experience. 


BIOSTATISTICIAN 


Associate Biostatistician—To be responsible for the development and supervision 
of the statistical activities of one or more programs of the department; location Albany, 
N. Y.; salary $9,030-$10,860. Must have master’s degree in biostatistics or statistics and 
three years of professional statistical experience, of which at least one year must have 
been in a public health or medical agency. 


All positions under civil service, liberal vacation and sick leave allowances, Social 
Security, retirement and insurance benefits. 


For further information or applications, phone, write, or wire collect, Richard H. 
Mattox, Director of Personnel, 84 Holland Ave., Albany, N. Y.; HObart 2-2671; or 
contact Mr. Mattox or his representative through the Annual Meeting Employment 
Service Center on arrival in Detroit. 
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Public Health Nurses—Generalized serv- 
ice in semirural area in the heart of the Red- 
wood Empire on northern California’s Pacific 
Coast. Year-round sports and recreation area; 
mild climate. Salary $439-$549 in four years. 
Thirty-seven and one-half-hour week. Car fur- 
nished. Requires approved PHN preparation. 
Experience desirable, but not essential. Write 
Director of Nursing, Humboldt-Del Norte 
County Health Department, 805 Sixth St., 
Eureka, Calif. 


Public Health Nurse—Generalized public 
health program, Napa County, 50 miles from 
San Francisco. Salary range $415-$505; liberal 
benefits; starting salary dependent on training 
and experience. Automobile required; car 
allowance. For job description and applica- 
tion contact Sterling S. Cook, M.D., Director 
of Public Health, P. O. Box 749, Napa, Calif. 


Crippled Children’s Nurses—State-wide 
program of clinics and consultation. Merit 
system, retirement, mileage, liberal vacation 
benefits. Degree in nursing, or completion of 
an educational program in nursing approved 
for public health. Salary based on education 
and experience, with range of $4,080-$6,360. 
Commission for Handicapped Children, 1405 
East Burnett Ave., Louisville 17, Ky. 


EMPLOYMENT SERVICE 


Medical Administrator —for combined 
position of county health officer and director 
of accredited 80-bed general hospital. Position 
requires eligibility for medical registration in 
the state of Michigan and some experience in 
both fields. Salary range $12,000-$15,000, de- 
pending upon experience. Apply, outlining 
qualifications and background, to Douglas H. 
Fryer, M.D., Director, Division of Local Health 
Administration, Michigan Department of 
Health, Lansing, Mich. 


Public Health Nurse — Salary $481-$584 
monthly. For large county health department. 
Requires bachelor’s degree, plus completion 
of a public health nursing program and Cali- 
fornia certification or eligibility for California 
certification. All civil service benefits. Apply 
Alameda County Civil Service Commission, 232 
14th St., Oakland, Calif. 


Director of Public Health Nursing— 
County Health Department (population 82,- 
000). Supervise staff of eight public health 
nurses. Requires bachelor’s degree and at 
least three years’ health department super- 
visory experience. Salary range $505-$607, 
with starting step negotiable to $554. Write 
Health Officer, County Health Department, 
P. O. Box 360, San Luis Obispo, Calif. 


Salary: $840-$1,005 per month. 


and water resources management. 


sanitary engineering. 


Write air mail to: Personnel Officer 


Alaska Office Bldg. 
Juneau, Alaska 


SANITARY ENGINEER II 
Needed by 
STATE OF ALASKA 


Duties: Respensibility for planning program and activities in the field of waste disposal 
Program content and scope is coordinated with 
Federal Water Pollution Control activities and involves work in state phase of 
Federal WPC Construction Grant program; field surveys and reporting on water 
quality; inspection and enforcement in pollution problems; coordination and con- 
sultation on waste disposal problem activities with local health agency; consultation 
with professional engineering concerns on the design and operation of treatment 
facilities for municipal sewage, industrial wastes, and state and federal government 
installations, including facilities for radioactive wastes; review of plans for related 
work; and promotion of or active research work on special problems. 


Requirements: Graduation from college with engineering degree, registered professional 
engineer eligible for Alaska registration, and six years’ experience in professional 


Civil service, retirement benefits, and annual and sick leave. 


Alaska Department of Health and Welfare 
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Public Health Nursing Consultant—to 
consult with local agencies on organization, 
administration, service, and educational pro- 
grams. Minimum of bachelor’s degree. NLN 
accredited program, including courses in ad- 
ministration and supervision, plus four years’ 
supervised experience in public health nursing 
and nursing supervision, or equivalent com- 
bination of above. Starts at $5,520; $5,960 
end of first year; maximum $7,640. Social 
Security and retirement, paid hospital medi- 
cal and major medical insurance, liberal vaca- 
tion, sick leave. Résumé to Public Health 
Nursing Section, Connecticut State Depart- 
ment of Health, 165 Capitol Ave., Hartford, 
Conn. 


Maternal and Child Health Nursing 
Consultant—Position with the State of Ha- 
waii Department of Health, Bureau of Ma- 
ternal and Child Health. Requires five years’ 
nursing experience, of which three years must 
have been in public health nursing and 
involving one year of teaching or supervisory 
responsibility; graduation from nursing school 
and college; completion of a college program 
in public health nursing; and graduate study 
in obstetrical and/or pediatric nursing. Salary 
$6,156-$7,860 per annum. Write to Depart- 
ment of Personnel Services, State of Hawaii, 
825 Mililani St., Honolulu 13, Hawaii. 


Public Health Supervising Nurse—Lee 
County Health Department. Bachelor’s degree 
in nursing and five years’ rural public health 
experience (M.P.H. desirable). Car essential; 
travel allowance paid. Salary $6,500-$9,000; 
vacation; sick leave; and retirement. Apply 
to John J. Johnson, M.D., Director, 316 West 
Third St., Dixon, TIl. 


Executive Director—Public Health Nurs- 
ing Association. Own headquarters; 16-nurse 
staff: generalized nursing service. Adminis- 
trative ability and M.A. degree desired. Salary 
open. Apply to Mrs. Fred P. Bamberger, Per- 
sonnel Committee Chairman, 2906 Bayard 
Park Dr., Evansville, Ind. 


Senior Public Health Nurse—for gen- 
eralized public health nursing, Livingston 
County, Mich. Starting salary dependent upon 
qualifications. Opportunity for nurse inter- 
ested in program development in rural area. 
County seat lies near large urban areas, Uni- 
versity of Michigan, and Michigan State Uni- 
versity. For further information please contact 
Judith I. Hubbel, R.N., Public Health Nurse, 
Livingston County Health Department, Court 
House Annex, Howell, Mich. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organization 
and relationships, program planning, public 
health nursing technics, records, and report- 
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ing. Responsible for inservice education pro- 
gram for local public health nurses and evalu- 
ation of nursing services. B.S. degree with 
major in public health nursing and three years’ 
generalized experience asa public health nurse. 
Special requirements: registration or eligibility 
therefor as a registered nurse in Wisconsin; 
certification or eligibility for certification as a 
public health nurse in Wisconsin. New salary 
range effective July 1, 1961: $6,072-$7,872. 
Civil service, vacation, sick leave, Social Se- 
curity, insurance and retirement benefits. Write 
Ione M. Rowley, R.N., Director, Public Health 
Nursing, 119 Monona Ave., Madison 3, Wis. 


Director of Public Health Nursing Serv- 
ice—for recently organized County Health 
Department; nursing staff of 20. Master's 
degree desirable; minimum of five years’ ex- 
perience required. Starting salary $600 per 
month, with fringe benefits. Write Medical 
Director, Waukesha County Health Depart- 
ment, Court House, Waukesha, Wis. 


Public Health Engineer — needed by 
Canal Zone Government. Salary for United 
States citizens is $8,043.75, with definite pro- 
motional possibilities. This is a training posi- 
tion and a master’s degree in public health 
is desirable as a base for future broadening 
of duties. Work will involve environmental 
sanitation; insect and rodent control: inspec- 
tion of various facilities such as restaurants, 
schools, swimming pools, etc.: liaison with 
other United States government agencies and 
the Republic of Panama. Fringe benefits in- 
clude free transportation to Canal Zone for 
appointee, dependents and household goods; 
eight weeks’ leave with pay annually: vacation 
in the United States every two years with 
round-trip travel for employee and dependents 
at government expense: retirement benefits of 
the United States Civil Service Commission: 
and government subsidized health and _ life 
insurance. Write to John P. Smith, Jr., Chief, 
Sanitation Division, Balboa Heights, Canal 
Zone. 


Public Health Engineer—Salary $9,101- 
$10,001 per year. Challenging position with 
a progressive suburban Health Department 17 
miles west of downtown Detroit. Many liberal 
fringe benefits. Three years’ experience re- 
quired. Apply: Wayne County Health De- 
partment, Eloise, Mich.; CRestwood 4-2800. 


Public Health Sanitarians — The Phila- 
delphia Department of Public Health has 
several challenging career opportunities for 
sanitarians in its generalized environmental 
health program. Salary $5,615-$6,438. Liberal 
fringe benefits: sick and vacation leave; group 
life insurance; hospitalization: and Blue 
Shield. Excellent opportunities for advance- 
ment. Contact B. R. Franklin, Community 
Health Services, 500 South Broad St., Phila- 
delphia 46, Pa. 
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Sanitarian — Annual salary range $5,196- 
$6,324, dependent upon qualifications. Re- 
quires California registration as a sanitarian 
or eligibility for such registration. Immediate 
opportunities available in a generalized sanita- 
tion program. Clinical Psychologist—Annual 
salary range $7,692-$9,348, dependent upon 
qualifications. Completion of a Ph.D. degree 
in clinical psychology from a school approved 
by the American Psychological Association 
and one year of experience in the practice 
of clinical psychology. Excellent professional 
climate and opportunity for career develop- 
ment. For detailed information about these 
positions, direct correspondence to Kern 
County Personnel Department, Civic Center, 
Bakersfield, Calif. 


Assistant Superintendent of Hospital— 
$9,672-$11,609 per annum. Open to male resi- 
dent citizens of the United States who possess 
the minimum qualifications. X-Ray Super- 
visor—$4,875-$5,850 per annum. Open to 
male and female resident citizens of the United 
States who possess the minimum qualifications. 
Public Health Sanitarian—$5,382-$6,461 per 
annum. Open to male resident citizens of the 
United States who possess the minimum quali- 
fications. Complete details by writing to Per- 
sonnel Director, Municipal Bldg., Hartford, 
Conn. 


EMPLOYMENT SERVICE 


Public Health Nutritionist — Positions 
open in large Health Department in Los 
Angeles, Calif. Master's degree in nutrition 
and one year’s experience required. Salary 
$489-$608. Secure full information now. Apply 
to Dr. Jessie C. Obert, acting for the Civil 
Service Commission, 241 North Figueroa, Los 
Angeles 12, Calif. 


Senior Public Health Nutritionist— 
Salary range $7,000-$8,480. New York State 
nation-wide testing. No residence require- 
ment. Examination November 4. Requires 
college graduation and 30 graduate hours in 
nutrition, with two years’ experience in public 
health or community nutrition. For details 
write Recruitment Unit, Department of Civil 
Service, Box 21A, State Campus, Albany 1, 
N. Y. 


Senior Nutritionist—Salary range $7,000- 
$8,640. New York State nation-wide testing. 
No residence requirement. Examination De- 
cember 2. Requires college graduation with 
four years’ experience in nutrition field, two 
years of which must have been in a supervisory 
capacity. Teaching experience may be sub- 
stituted for two years, graduate study for one 
year. For details write Recruitment Unit, 
Department of Civil Service, Box 21B, State 
Campus, Albany 1, N. Y. 


Southeastern 
Salary: Alaska 
Sanitarian I $525-$630 
Sanitarian II $600-$720 
Sanitarian IIT $685-$820 


Education requirements: 


Experience requirements: 


Sanitarian I —None. 


Write air mail to: Personnel Officer 


Alaska Office Bldg. 
Juneau, Alaska 


SANITARIANS 
Needed by 
STATE OF ALASKA 


Graduation from accredited university with major study in basic sciences. 


Sanitarian II —Two years with health agency in field of sanitation. 


Sanitarian I1I—Four years of progressively responsible experience in field of sani- 
tation, including administrative, fiscal, and personnel responsibilities. 


Civil service, retirement benefits, annual and sick leave benefits. 


Alaska Department of Health and Welfare 


Southcentral Central and 
Alaska Northwestern Alaska 
$555-$660 $585-$690 
$635-$755 $670-$790 
$720-$855 $755-$890 
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BACTERIOLOGIST 


Will develop procedures for and conduct 
microbiological assays in the fields of 
vitamins, antibiotics, or amino acids. 


Requires B.S. degree in bacteriology, or 
in chemistry with bacteriology minor. 


Expanding midwestern nutritional and 
pharmaceutical manufacturer with liberal 
employee benefits. 


Please send resume and salary require- 
ment to Manager, Technical Employment, 
Mead Johnson & Company, Evansville 
21, Indiana. 


All qualified applicants will receive consid- 
eration for employment without regard to 
race, creed, color, or national origin. 


Consultant, Psychiatric Social Work— 
Challenging opportunity for psychiatric social 
worker with child guidance clinic experience 
and professional maturity. Public health focus 
on primary prevention reaching all facets of 
everyday family and community living. Crea- 
tive educational work with parents, lay per- 
sons, nurses, public health personnel, teachers, 
and others. Consultation and inservice pro- 
cedures emphasized. Assignment to district 
public health team serving several counties. 
Experimental and pioneering attitude essential. 
Master’s degree and several years’ paid experi- 
ence, including some in a standard community 
child guidance clinic. Salary $6,912-$8,952. 
Civil service benefits. J. L. Wardlaw, Jr., M.D., 
State Board of Health, Division of Child 
Guidance, Madison 2, Wis. 


Clinical Psychologist—Challenging oppor- 
tunity for clinical psychologist with child 
guidance clinic experience and professional 
maturity. Public health focus on primary pre- 
vention reaching all facets of everyday family 
and community living. Creative educational 
work with parents, lay persons, nurses, public 
health personnel, teachers, and others. Con- 
sultation and inservice procedures emphasized. 
Assignment to district public health team serv- 
ing several counties. Experimental and pi- 
oneering attitude essential. Completion (ex- 
cept for dissertation) of academic requirements 
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for Ph.D. in clinical psychology, supplemented 
by paid experience in standard three-member 
community child guidance clinic. If M.A., 
must have four years’ experience, three of 
which have been paid, including some in 
community child guidance clinic. Salary 
$7,512-$9,732. Civil service benefits. J. L. 
Wardlaw, Jr., M.D., State Board of Health, 
Division of Child Guidance, Madison 2, Wis. 


Chronic Disease Social Worker (Medi- 
eal or Psychiatric)—Assist in development 
of a state-wide rehabilitation and home nursing 
care program emphasizing good team care of 
handicapped people, mostly elderly. Partici- 
pate in planning and conducting training in- 
stitutes on rehabilitation for nurses and other 
professional personnel with emphasis on psy- 
chological and social aspects of aging and 
chronic disease. Initiate and develop interest 
and cooperation by social and welfare agencies 
in the division’s local programs for the aged 
and the chronically ill. Interpret to lay and 
professional groups the role and function of 
the social worker in comprehensive patient care. 
Desirable qualifications: master’s degree, plus 
three years of pertinent experience. Salary 
starts at $6,912; maximum $8,952. Travel al- 
lowance, vacation, sick leave, retirement, 
group insurance plans. Write R. J. Siesen, 
Personnel Officer, State Board of Health, Mad- 


ison 2, Wis. 


Medical Records Librarian—An unusual 
opportunity to set up a medical records system 
in a new dynamic Mental Health Center. Must 
be registered, and must be well trained and 
capable. Position available immediately. Start- 
ing salary $405-$492, depending on qualifica- 
tions. Attractive fringe benefits and working 
conditions. Contact Personnel Director, Fort 
Logan Mental Health Center, P. O. Box 188, 
Fort Logan, Colo. 


Health Educator (Experienced)—for 
well organized County Health Department in 
Michigan. Apply to Box HE-99, Employment 
Service, APHA. 


Public Health Educator [1I—Initiate and 
develop school-community health education 
programs in a multicounty district. Desirable 
qualifications: M.P.H. degree, plus two years’ 
experience in health education; sound work- 
ing knowledge of principles of education and 
methods of teaching. Salary starts at $6,072; 
maximum $7,872. Travel allowance, vacation, 
sick leave, retirement, group insurance plans. 
Write R. J. Siesen, Personnel Officer, State 
Board of Health, Madison 2, Wis. 


Public Health Educator—to direct health 
education program for city of St. Louis. Mas- 
ter’s degree and three years’ experience in 
public health education required. Salary $592- 
$719 per month. Civil service benefits. Write 
Department of Personnel, 235 Municipal 
Courts Bldg., St. Louis 3, Mo. 
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Public Health Statistician—to head Bu- 
reau of Vital Statistics of the city of St. 
Louis. Master’s degree in biostatistics re- 
quired. Must be United States citizen. Salary 
$621-$755 per month. Civil service benefits. 
Write Department of Personnel, 235 Municipal 
Courts Bldg., St. Louis 3, Mo. 


Director, Public Health Laboratory— 
M.S. degree with major in microbiology, minor 
in immunology, and five years’ experience in 
a public health laboratory, or a Ph.D. from an 
accredited university and one year’s experi- 
ence. Excellent opportunity for a qualified 
applicant. Salary range $461-$564; upward 
revision being considered. Write to Civil Serv- 
mg Commission, 425 East State St., Rockford, 


EMPLOYMENT SERVICE 


Research Assistant—Male or female. New 
long-range virus disease project. Bachelor’s 
minimum. Prefer master’s and/or experience 
in microbiology, virology, and serology. Salary 
based on training and experience. Excellent 
group insurance. Up to six hours’ tuition-free 
courses. Next to lakes and mountains. Send 
résumé to Personnel Office, University of Ver- 
mont, Burlington, Vt. Personal interviews ar- 
ranged for qualified applicants. 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320-$5,400 
per year, plus liberal travel allowance. Write 
to J. H. White, M.D., Director, Weld County 
Health Department, P. O. Box 521, Greeley, 
Colo. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Administrator—Twenty-five years’ experi- 
ence in hospitals. Training and experience in 
design and construction of hospitals, and med- 
ical, dental, and nursing schools. Desire de- 


velopment program, planning direction of 
health and/or teaching facilities. Box C-59, 
Employment Service, APHA. 


Strategy in Fight on Syphilis 


Expressing concern over the resur- 
gence of venereal disease as a major 
public health problem, the House of 
Representatives Appropriations Commit- 
tee recently asked the Public Health 
Service to form a task force that would 
map out an attack on syphilis. The 
task force’s report will be the basis for 
recommendations to Congress in 1962. 


Appointed chairman of the PHS task 
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force is Dr. Leona Baumgartner, New 
York City commissioner of health. Other 
members are Dr. Arthur C. Curtis, Uni- 
versity of Michigan Hospital; Dr. Archie 
L. Gray, Mississippi State Board of 
Health; Benno E. Kuechle, a retired in- 
surance executive of Wausau, Wis.; and 
T. Lefoy Richman, National Commis- 
sion on Community Health Services 


(see A.J.P.H., May, 1961. p. 773). 


BOOK REVIEWS 


All reviews are prepared on invitation. 


RETIREMENT VILLAGES—Edited by Ernest W. 
Burgess. Ann Arbor, Mich.: University of 
Michigan, 1961. 156 pp. Price, $3.50. 


This very valuable work is a reproduc- 
tion of the presentations and discussions 
of the Conference on Retirement Villages 
sponsored by the American Society of 
the Aged, in Palm Beach in 1960. It 
will be of particular interest to public 
and voluntary health agency directors 
and their professional staffs who have a 
keen interest in the general problem of 
the aging and who may be asked to serve 
on community committees to plan special 
housing projects for the elderly popula- 
tion. 

The book includes 16 presentations or 
discussions grouped broadly into five 
subjects as follows: Types of Retirement 
Villages, Location and Design, Opera- 
tion and Services, Financing and Alter- 
natives and Perspectives. Public health 
people will, of course, be primarily in- 
terested in the considerations of health 
services. While there is one special 
article entitled “Health Services in the 
Retirement Village,” there are important 
references to health and medical care in 
many of the other sections. 

The point is made that health service 
facilities might be provided in a retire- 
ment village at any one of four levels 
of completeness: (1) As a minimum 
there must be one or more physicians in 
the village or immediately on call; (2) 
there might be a satellite health center 
in the project offering medical consulta- 
tion and treatment, plus special clinics 
such as arthritic, diabetic, tuberculosis, 
dental, and orthopedic, and_ visiting 
nurse service; (3) infirmary with gen- 
eral nursing service and inpatient care 
might be available in addition to the 
above; and (4) there could be the full 


Unsolicited reviews cannot be accepted. 


range of medical health facilities norm- 
ally found in an urban center. It is 
recognized that the majority of the 
housing projects would not go beyond 
the first two levels of care. However, 
recognizing the fact that retired persons 
may be expected to have a higher inci- 
dence and prevalence of illness than the 
general population, there must be assur- 
ance that medical needs can be taken 
care of, regardless of the administrative 
and financing pattern. 

Although no attempt is made to define 
the best way of taking care of the health 
needs of the elderly in the various proj- 
ects, the problems are well defined and 
many illustrations are given. Here is 
much food for thought for health per- 
sonnel who are asked to give their best 
advice as to what a new community 
project should provide. This report on 
the symposium on retirement villages 
will, by presenting much background 
material and pointing up some very pro- 
voking questions, greatly assist the health 
director in determining what his recom- 
mendations may be. 

Herman FE. 


PROCEEDINGS OF THE NATIONAL CON- 
FERENCE ON WATER POLLUTION — 
Public Health Service, Department of Health, 
Education, and Welfare. Washington, D. C.: 
Gov. Ptg. Office, 1961. 607 pp. Price, $2.25 
(paperbound). 


Water pollution and its control became 
a national issue during 1960. It was 
mentioned in the platforms of both 
political parties during that presidential 
election year. Congress had just con- 
sidered a number of amendments to the 
Federal Water Pollution Control Act. It 
passed one of these only to be vetoed 
by the President. In doing so, he asked 
that a national water pollution confer- 
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ence be called. When the conference 
was convened, the election had been held 
and a new administration was about to 
take office. 

The participants no doubt were aware 
of the political setting of this conference. 
They knew that they were in Washington 
at a time when important public policy 
was about to be made and that they had 
a part in the process. 

The selection of participants and sub- 
jects was done with obvious care. They 
were people who had something to say 
and most of them had given much 
thought to their presentations. 

Among the participants were members 
of Congress, public administrators from 
all levels of government, conservation- 
ists, publicists, engineers, lawyers, scien- 
tists, social scientists, teachers, research- 
ers, and many others. They talked about 
such questions as “How clean should our 
waters be?” Who should be responsible 
for cleaning them up?” “Who should 
pay for it?,” and “How should we go 
about the job?” The conference un- 
fortunately does not agree on answers to 
these questions. It did not appear to be 
organized for that purpose. The issues 
are well presented in these proceedings 
and make excellent reading for all who 
are interested in this problem, experts 
and others, even those who were at the 
conference but could not possibly have 
listened to all the papers. 

This is a most valuable addition to 
water pollution control literature, which 
is long on technical papers but painfully 
short on candid discussions of philosophy 
and public policy. Water A. Lyon 


WATER PURITY: A STUDY IN LEGAL CON- 
TROL OF NATURAL RESOURCES—By 
Earl Finbar Murphy. Madison, Wis.: University 
of Wisconsin Press (430 Sterling Court), 
1961, 212 pp. Price, $4.75. 


This book traces the development of 
water pollution control from its earliest 
beginnings through the mid-20th cen- 
tury in the United States. The author 
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focused his attention upon Wisconsin’s 
activities and has made a case study of 
the evolution of that state’s water pollu- 
tion control administration. 

The abuse of our water resources in 
the 19th century, the author asserts, was 
the result of indifference to water quality 
damage, the resistance of industry and 
municipalities to employ improved con- 
trol technics, and the disinterest of law 
makers to any procedures other than 
local control combined with judicial pro- 
cesses. The transition to central admin- 
istrative control is described starting 
with the establishment of the State Board 
of Health and the later activities of other 
state agencies. Included in the descrip- 
tion are the rivalries between the agen- 
cies and public apathy during the early 
years. Also included are the later dis- 
putes between business, industry, and 
farm groups on the one side and conser- 
vation, recreation, and reform groups on 
the other regarding the duties and 
powers of the water pollution control 
agency. These disputes were com- 
promised by legislative action in 1949, 
that resulted in the present operation of 
the Committee on Water Pollution. 

In summary, the author believes that 
there has been no languishing of duties 
or powers at the local level despite the 
growth of a central state administration. 
He further believes that the pollution 
control organization established in Wis- 
consin is the most effective type that can 
be set up at the state level. Mr. Murphy 
concludes that “The regulation of the 
economic and social uses of physical re- 
sources by political control agencies is 
an essential part of the current cul- 

It is obvious that painstaking research 
went into the preparation of this treatise, 
and the result is an interesting history 
easily read by the layman. The book, 
with its large number of references, will 
be of special interest and value to those 
who work in the field of water pollution 


control. Gorpon E. 
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RADIATION PROTECTION AND DENTISTRY 
—tThe Post-Graduate Dental Lecture Series— 
By Arthur H. Wuehrmann. St. Louis, Mo.: 
Mosby (3207 Washington Blvd.), 1960. 238 
pp. Price, $6.50. 


The author, in his introduction, states 
“that this book is not designed as a scien- 
tific textbook. It is written solely for the 
use of the general practitioner (of den- 
tistry) . .. .” This thought is repeated 
on several occasions throughout the text; 
however, it does go into considerable 
detail, and this reviewer feels much of it 
will be over the head of the general prac- 
titioner. On the contrary, the text is 
more suitable for individuals with more 
than a casual interest in the subject. 

The author takes a conservative ap- 
proach with regard to reducing ionizing 
radiation to an absolute minimum to 
both the patient and office personnel. The 


theme, “it is the dentist’s responsibility 
to utilize every possible method at his 
disposal which will reduce the possibility 
of potential radiation injury,” is highly 
commendable. At the same time, the 
author is very careful not to dictate the 
number or type of diagnostic films neces- 
sary, this being wholly within the realm 
of the private practitioners needs. 

The author occasionally lapses into the 


personal pronoun “I”; cites individual 
cases of radiation injury with the 


broader implication to be drawn there- 
from; and refers, perhaps, too frequently 
to one source of reference. These are 
minor faults. 

There is little question but that the 
dental profession needs a text of this sort. 
This one will do until a better one comes 
along. Leonarp F. 


BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Birth Controt. Alan F. Guttmacher. New 
York, N. Y.: Ballantine, 1961. 152 pp. Price, 
$.50. 

CANADIAN CANcEeR CoNnFERENCE. Vol. 4. Pro- 
ceedings of the Third Canadian Cancer Re- 
search Conference, Ontario, Canada, 1960. 
Edited by R. W. Begg, et al. New York, 
N. Y.: Academic Press, 1961. 435 pp. Price, 
$12.00. 

Preventive Mepicine in Wortp War II. Vol. 
V. Communicable Diseases Transmitted 
Through Contact or by Unknown Means. 
Edited by John Boyd Coates, Jr., et al. 
Medical Department, U. S. Army. Washing- 
ton, D. C.: Gov. Ptg. Office, 1960. 530 pp. 
Price, $5.75. 

Controt oF Sor-Transmitrep 
Public Health Papers No. 10. World Health 
Organization. Paul C. Beaver. New York, 
N. Y.: Columbia University Press, 1961. 
44 pp. Price, $.60. 

Cry ror Heir, Tue. Edited by Norman L. 
Farberow and Edwin S. Shneidman. New 
York, N. Y.: McGraw-Hill, 1961. 398 pp. 
Price, $9.95. 

Epucators Guipve To Free Fitmstrirs (13th 


Annual Edition). Randolph, Wis.: Educators 
Progress Service, 1961. 165 pp. Price, $6.00. 

Epwemio.ocy 1n Nursinc. Marjorie J. Corri- 
gan and Lucille E. Corcoran. Washington, 
D. C.: Catholic University of America Press, 
1961. 346 pp. Price, $4.25. 

Fantastic Lopes, Tue. Autobiography of a 
girl drug addict. Edited by Helen MacGill 
Hughes. Boston, Mass.: Houghton Mifflin, 
1961. 267 pp. Price, $4.00. 

Frontiers 1n GeneraL Hosprrat Psycutatry. 
Edited by Louis Linn. New York, N. Y.: 
International Universities Press, 1961. 483 
pp. Price, $10.00. 

Genesis oF THE British Nationat 
Service, Tue. John and Sylvia Jewkes. Ox- 
ford, England: Basil Blackwell and Mott, 
1961. 67 pp. Price, $1.00. 

INTRODUCTION TO THE DtacNosis AND Expert 
EvALuaTIon oF (Ger- 
man title: Einfiihrung in die Diagnostik und 
Begutachtung der Siliko-Tuberkulose). Gus- 
tav Sepke. Jena, Germany: VEB Gustav 
Fischer Verlag, 1961. 177 pp. Price, 36.60 
marks. 


Newsorn Cuitp, Tue. David G. Fulliamy. 
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Boston, Mass.: Little, Brown, 1961. 163 pp. 
Price, $6.00. 

Orat Exrouiative Cytotocy. Interim Report 
of Veterans Administration Cooperative 
Study. Transactions of Conference on 
Oral Exfoliative Cytology, 1960. Washing- 
ton, D. C.: Gov. Ptg. Office, 1961. 74 pp. 
Price, $1.50. 

PavLoviIAN CONFERENCE ON HicHer Nervous 
Activity. Nathan S. Kline, et al. Annals 
of the New York Academy of Sciences. 
Vol. 92, Art. 3. New York, N. Y.: The 
Academy, 1961. Pp. 813-1198. Price, $5.00. 

Po.iomye.itis. Papers and Discussion Pre- 
sented at the Fifth International Poliomye- 
litis Conference Copenhagen, Denmark, 
July 26-28, 1960. Philadelphia, Pa.: Lippin- 
cott, 1961. 435 pp. Price, $7.50. 

PHOTOCHEMISTRY OF AIR PoLLUTION (Vol. 9 
of Physical Chemistry Series). Philip A. 
Leighton. New York, N. Y.: Academic Press, 
1961. 300 pp. Price, $11.00. 

Protozoan Parasites OF Domestic ANIMALS 
AND OF Man. Norman D. Levine. Minne- 
apolis, Minn.: Burgess, 1961. 412 pp. Price, 

Reacuinc THE Harp-to-Reacnw. A Report of 
the Huntington-Gifford Project on Hard-to- 
Reach Youth. Syracuse, N. Y.: Huntington 


Family Centers, 1961. 167 pp. Price, $1.50. 
RESEARCH AND POTENTIAL APPLICATION OF 
ResearcH IN Propation, De- 
LINQUENCY Prepiction. Report of a Con- 
ference Sponsored by: Citizens’ Committee 
for Children of New York, Inc. Research 
Center, New York School of Social Work, 
Columbia University. New York, N. Y.: The 
University, 1961. Free, limited supply. 
Rote or IMMUNIZATION IN COMMUNICABLE 
Disease Controt. Public Health Papers 
No. 8. World Health Organization. V. M. 
Zhdanov, et al. New York, N. Y.: Columbia 
University Press, 1961. 118 pp. Price, $1.25. 
TeacHinc oF AND MENTAL 
Heattu. Public Health Papers No. 9. 
World Health Organization. M. Bleuler, 
et al. New York, N. Y.: Columbia Univer- 
sity Press, 1961. 186 pp. Price, $2.00. 
Statistics oF THE Unirep States 1959. 
Vol. Il. Mortality Statistics for the United 
States and Each State. Washington, D. C.: 
Gov. Ptg. Office, 1961. 554 pp. Price, $4.25. 
Votuntary HEALTH AND WELFARE AGENCIES 
THE Unitep States. An Exploratory 
Study of an Ad Hoc Citizens Committee. 
Robert H. Hamlin, Study Director. New 
York, N. Y.: Schoolmasters’ Press, 1961. 88 
pp. Price, $1.00. 


A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


To Be Continued—‘“In our opin- 
ion,” conclude four author-researchers, 
“the histologic evidence of this study 
(of bronchial epithelia) greatly strength- 
ens the already overwhelming body of 
epidemiologic evidence that cigarette 
smoking is a major factor in the causa- 
tion of bronchogenic carcinoma.” An 
accompanying and brilliant editorial en- 
titled “The Great Debate Continues” 
makes it clear that the editor is of the 
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same opinion as the authors. Both items 


are not to be missed. 

Aversacn, O., et al. Changes in the Bron- 
chial Epithelium in Relation to Cigarette 
Smoking and in Relation to Lung Cancer. New 
England J. Med. 265,6:253 (Aug. 10), 1961. 


For Better Teamwork—Three uni- 
versity medical schools—North Carolina, 
Western Reserve, and Yale—have under- 
taken varying plans in which medical 
students accompany public health nurses 


on their home visits. Hopefully, this ex- 
perience will counteract some of the mis- 
understandings and misinformation that 
have plagued public health nursing and 
medical care relationships and make for 
effectiveness of future home care pro- 
grams. 

S. E. Nursing’s Contribution to 
Medical Care; (and) Procx, V. A Joint Ap- 
proach to Education for the Health Profession; 
(and) Biopeert, F. M., and Wessext, M. A. 
When the Medical Student Visits with a Visit- 
ing Nurse. Nursing Outlook 9,8:470 (Aug.), 
1961. 


Do Controls Control ?—Should you 
be tempted some day to embark upon 
ecologic research involving human be- 
ings and their physical or emotional 
makeups you will find some solid help 
in this study of two groups of men 
“alike” in all their common social de- 
nominations. However, they were founc 
to differ greatly in amounts of illnesses 
undergone during the year of observa- 
tion. The possible reasons for the differ- 
ences are so complex that any attempt 
to point to any one or two “causes” for 
the differences would be gross oversim- 
plification, the authors contend. 

Curistenson, W. N., and Hinkte, L. E., Jr. 
Differences in Illness and Prognostic Signs 
in Two Groups of Young Men. J.A.M.A. 177, 
4:63 (July 29), 1961. 


The Ubiquitous Streptococcus— 
Four papers dealing with the British 
tussle with the streptococcus will be of 
interest to those of us involved in the 
same combat in our American institu- 
tions. The first is about an attempt to 
prevent newborns from becoming nasal 
carriers before they can be discharged. 
A neomycin cream was applied daily 
to nostrils and soap and powder using 
2 per cent hexachlorophane were em- 
ployed in washing and dusting opera- 
tions. They helped. The second describes 
a controlled test of similar nasal dis- 
infection among surgical patients. No 
help was discernible. The hazard of 
uncoverable skin infections was the con- 


cern of the third paper. The chance of 
heavy contamination here is so great that 
isolation is called for. Staphylococcal 
septicemia is the grim topic of the last 
paper. 

Core, A., et al. Nasal Carriage of Staph. 
aureus by Newborn Babies. Brit. M. J. 5248: 
329 (Aug. 5), 1961. 


There Ought to Be a Law—An 
established essayist has some pretty 
harsh things to say against our public 
health profession. People are still being 
paralyzed by polio, rabid dogs still bite 
people who die horridly of rabies, 
syphilis cases are increasing ominously, 
and other needless deaths from other pre- 
ventable diseases grow in numbers. 
Why? Because we public health people 
do not press for mandatory control leg- 
islation. Instead we try mildly to in- 
fluence human behavior through health 
education. It is probable that you are 
quite familiar with the many practical 
difficulties—this being a democracy— 
in the way of control by law, which the 
essayist either ignores or dismisses 
lightly, but still you will do well to 
read with an open mind what he has to 
say. 

Encet, L. Why We Don’t Wipe Out Polio. 
Harpers Magazine 223,1336:77 (Sept.), 1961. 


Transatlantic Trends—If{ you are 
the type who can chuckle over straight- 
faced spoofing even about subjects more 
or less sacrosanct then this very special 
article is for you. A visiting British doc- 
tor attended a conference of nurses in- 
terested in administration and super- 
vision and that unusual experience 
inspired this delightful comment on pres- 
ent-day nursing in general and “Cali- 
fornian psychologese” in particular. If 
you are a “life-is-earnest” sort then this 
may not be your dish. 

JeNNeTT, W. B. Taking the Nursing Out 
of Nursing. Lancet 7193:95 (July 8), 1961. 


Men at Work—Gathered here are 
accounts of what men ( genericaily speak- 
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ing) are doing in the matter of Q fever 
research, studies which should indicate 
whether that disease is growing to be a 
nation-wide hazard to human health or 
merely constitutes a well balanced host- 
parasite relationship in farm livestock 
and other animals. 

Luoto, L., and Pickens, E. G. A Résumé 
of Recent Research Seeking to Define the 
Q Fever Problem. Am. J. Hyg. 74,1:43 (July), 
1961. 


When Calves Are Protected—Fol- 
lowing close upon the virtual elimination 
of bovine brucellosis by nation-wide calf 
immunization, the incidence of human 
brucellosis has dropped markedly (in 
New York State, at least). The few cases 
that have developed in recent years have 
been chiefly rural consumers of raw 
and still infected milk. Five were em- 
ployees of a meat-processing plant and 
one, a veterinarian. 

Mitter, J. K. Human Brucellosis in New 
York State. New York State J. Med. 61,15: 
2581 (Aug. 1), 1961. 


Not for Jargoneers—lIf you are in- 
terested in words and like to use them 
precisely then you will welcome this 
paper about unnecessary and undesirable 
technical jargon—‘one of the bad habits 
of our time.” This author writes,” 
let me refer to atherosclerosis, now, 
thanks to the drive for research funds 
in the United States, The Readers Digest 
and the daily press, almost a household 
word. What does it mean?” After nam- 
ing all the various conditions it is em- 
ployed to cover, he concludes, “I per- 
sonally would advise the abolition of the 
term . . . literally translated it is ‘hard 
porridge.” That I think puts it where 
it belongs.” 

Pickertnc, G. Language: The Lost Tool of 
Learning in Medicine and Science. Lancet 


7194,115 (July 15), 1961. 


Check by Phone—A telephone sur- 
vey is usually the most rapid, most accu- 
rate and least provocative means for 
measuring staphylococcal disease among 
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newborns, mothers, and family contacts. 
The telephone is a potent epidemiologic 
tool which might well be exploited more 
than it commonly is. Basic principles in 
such usage, and the kind of person who 
can use them best are usefully reported 
upon here. 

Ravenno.t, R. T., and Nixon, M. The 
Telephone in Epidemiology of Staphylococcal 
Disease. Am. J. Nursing 61,8:60 (Aug.), 
1961. 


Fluorine in Teeth—Five papers on 
tooth formation and dental caries add 
more scientific evidence of the primary 
place of fluorine in the development and 
maintenance of healthy teeth. You know 
most of this but some day you may want 
to quote chapter and verse. 

Suaw, J. H. Factors Controlling the In- 


cidence of Dental Caries (and four related 
papers). J.A.M.A. 177,5:304 (Aug. 5), 1961. 


Adult Education of Sorts—In 
Baltimore, where a housing court is 
given power to compel landlords and 
tenants of slum dwellings to maintain 
them in a reasonably decent sanitary and 
safe condition, an eight-week housing 
clinic has been created to which of- 
fenders who seem likely to respond to 
guidance rather than to fines can be 
sent. What went on during its first ex- 
ploratory year and the outcome of this 
experience are recounted in stimulating 
detail. 


Sweeny, R. F. Baltimore’s Slum Housing. 
Pub. Health Rep. 76, 8:693 (Aug.), 1961. 


Good News—Among other dental 
health items of interest to all in public 
health was the (USPHS) Surgeon Gen- 
eral’s word to renew and _ strengthen 
that Service’s efforts in the matter of 
fluoridation: “With the help of other 
professional groups, and state and local 
health agencies,” he said, “we will go 
after fluoridation until it has received 
the widest possible application.” (In the 
November, 1960, election, 35 community 
referendums were held resulting in 29 
rejections. ) 


Terry, L. L. The Next Great Areas for 
Teamwork in National Health. J. Am. Dent. A. 
63,2:183 (Aug.), 1961. 


Tuberculin Testing—They offer the 
tuberculin test to all the children in the 
Edinburgh (Scotland) schools (a) to 
find cases, (b) to select children need- 
ing BCG, and (c) to measure general 
infection rates. The test for all children 
known to be at risk is pressed, but for 
those not known to be at risk priority is 
given to the older school children. Re- 
sults of tests are recorded in detail. 

Watson, W. N. B. Tuberculin Testing of 
School Children. M. Officer 106,5:83 (Aug. 
4), 1961. 


Help Needed—Older high school 
students served as volunteers in the Balti- 
more Health Department for a ten-week 
summer period to help out during the 
employee vacation season. For the most 
part they proved highly satisfactory, 
they were liked and appreciated by the 
staff, and they enjoyed and profited by 
their work. What they did and how 
they were supervised is the burden of 
this interesting account. It’s a pity we 
don’t see more of these how-we-did-it 
papers. 

Wituras, H., et al. Use of Teenage Student 
Volunteers in a Local Health Department. 
Pub. Health Rep. 76,8:665 (Aug.), 1961. 
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WHO News 


Names in WHO News 


M. G. Candau, M.D., director-general 
of WHO, was given an honorary doctor 
of laws degree by the University of 
Michigan in June. At the convocation 
ceremonies Dr. Candau’s Ministry was 
cited as “a heartening testimony to the 
potentiality for good in close human in- 
terdependence” in times where hostility 
seems to be on the increase. Among other 
causes given for honoring him has been 
his leadership in extending the collabora- 
tion of both old and new nations in the 
health sciences and his recent activities 
in helping to stem the deterioration of 
health services in the Congo. 


Sir John Charles, recently retired 
chief medical officer of health, Ministry 
of Health, Great Britain, has been named 
special consultant to WHO in the prep- 
aration of the “Second Report on the 
World Health Situation.” This report 
which was begun in September and will 
require some three months for comple- 
tion will cover the years 1957-1960, in- 
clusive. Sir John was president of the 
12th World Health Assembly (1959) 
and chairman of WHO's Executive 
Board in 1957-1958. 


Carlo R. Fedele of Switzerland has 
been appointed chief, External Rela- 
tions, WHO Headquarters, Geneva. He 
comes to this position from more than 
five years’ service as chief, Latin Ameri- 
can Section, Intergovernmental Commit- 
tee for European Migration (ICEM), 
Geneva, before which he was for three 
years deputy chief of the ICEM Mission 
in Brazil. 


Americans recently appointed as con- 


sultants and surveyors in WHO projects 
include: 
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—Dr. Helen M. Wallace, chief, Child 
Health Studies Branch, Division of Re- 
search, Children’s Bureau, Washington, 
D. C., consultant for three months to the 
Government of Uganda on organization 
of maternal and child health services. 

—Dr. Donald J. Dean, assistant direc- 
tor, Laboratories for Veterinary Science 
and Meat Hygiene, New York State De- 
partment of Health, Albany, short-term 
consultant to the government of Ceylon 
on the control of zoonoses, especially 
rabies. 

—Dr. Elvio H. Sadun, chief, Depart- 
ment of Medical Zoology, Walter Reed 
Army Institute of Research, Washington, 
D. C., short-term consultant to the WHO 
program for the sero-immunological di- 
agnosis of bilharziasis. 

—Dr. Norman R. Stoll, Rockefeller 
Institute, New York City, member of a 
survey-team which is examining the 
problem of intestinal parasites in West 
Africa, with special regard to hookworm. 


Centralization of Quarantine Operation 


Between July and the end of this year 
WHO will have completed the transfer 
to its headquarters in Geneva of the 
responsibilities entrusted to its three 
quarantine units in Washington, D. C. 
(for the Region of the Americas), Alex- 
andria, Egypt (for the Eastern Mediter- 
ranean Region), and Singapore (for 
the South-East Asia and Western Pacific 
Regions). 

WHO’s decision to centralize the ad- 
ministering of the International Sanitary 
Regulations reflects radical changes in 
international quarantine operations dur- 
ing the last decade. Partly responsible 
for these changes are technical advances 
in communications, the increase in num- 
ber and rapidity of international air- 
flights, and the decrease of quarantina- 
ble diseases in many parts of the world. 
It is expected that centralization will 


allow epidemiological intelligence to be 
collected and sent out to all continents 
by the most rapid means possible. 


Balancing Risk and Benefit: Food Additives 

“Evaluation of the Carcinogenic Haz- 
ards of Food Additives,” Fifth Report 
of the Joint FAO/WHO Expert Com- 
mittee on Food Additives, points out that 
information is lacking on the toxicity or 
potential carcinogenicity of many food 
additives, and that a large number of 
the tests for carcinogenicity, on which 
the evidence for or against their harm- 
lessness is based, are inadequately de- 
signed and executed and the results 
achieved not properly interpreted. The 
committee examines the principles to 
which such tests should conform, the 
factors to be taken into account, and 
the criteria on which the interpretation 
of the results must be founded. As yet, 
the committee reports, not enough is 
known about the possible summating or 
potentiating effects of the different car- 
cinogens in the human environment. 
Since, according to the committee, it is 
not always possible to exclude all car- 
cinogenic agents from foodstuffs, the risk 
of additives must be carefully balanced 
against their benefit to the community. 
The report indicates where more re- 
search is needed. One of the two annexes 
deals with the data that in the commit- 
tee’s view should be contained in pub- 
lications reporting investigations on 
carcinogenicity. 

WHO Technical Report Series, 1961, 
No. 220, 36 pages, 60 cents. Also in 
French and Spanish. Available through 
Columbia University Press, 2960 Broad- 
way, New York 27, N. Y. 


Public Health Service: New Division 


In further follow-through on its plans 
for reorganization, the Public Health 
Service has set up a new Division of 
Environmental Engineering and Food 
Protection. 
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Functions given the new division, 
whose chief is Wesley E. Gilbertson, 
were formerly carried out by the now 
abolished Division of Engineering Serv- 
ices. Its programs are to be concerned 
with basic problems in the field, pri- 
marily those of mounting concern to 
local agencies, particularly in urban cen- 
ters. 

Included among the program areas 
for which it is responsible are milk, food, 
and shellfish sanitation programs; water 
supply, food service, waste disposal, and 
general sanitation of interstate carriers; 
and metropolitan planning and develop- 
ment, solid waste (refuse) disposal. In 
these and other areas, the division will 
carry out and support research, training, 
technical assistance, standards develop- 
ment, equipment review, program plan- 
ning and promotion, and _ regulatory 
functions under the Interstate Quaran- 
tine Regulations. 


NIH Revises Career Award Plan 


In July the National Institutes of 
Health announced that it had merged 
and modified its Career Research Pro- 
fessorship, Senior Fellowship Grant, and 
Special Fellowship Grant programs and 
formulated a new Research Career 
Award Program. These awards are in- 
tended to provide increased numbers 
of stable career opportunities for scien- 
tists of superior potential reasonably 
early in their careers in the sciences 
related to health. Two groups of awards 
are available. 

Research Career Awards—These are 
intended to finance additional stable 
positions for experienced investigators 
who are continuing to develop in pro- 
ductive careers of independent research 
and teaching. Awards will be made in 
five-year increments with review at ap- 
propriate intervals. 

Research Career Development Awards 
—These are planned to finance positions 
for able scientists who intend to pursue 
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careers in independent research and 
teaching. They are meant for young 
investigators who desire experience and 
further training in a productive research 
environment as well as for scientists 
undertaking independent research who 
need further experience to qualify for 
senior positions. These awards may be 
made for initial periods of five years. 

Candidates must be nominated by a 
public or private nonprofit institution 
engaged in research in the sciences re- 
lated to health. Since one of the pur- 
poses of the program is to create addi- 
tional stable research positions, prefer- 
ence will be given to candidates who at 
the time of application have incomes de- 
rived primarily from research grants or 
contracts and similar sources of rela- 
tively short assured duration. Complete 
details for interested individuals and in- 
stitutions from Research Career Award 
Program, National Institutes of Health, 
Bethesda 14, Md. 


Preventive Measures for the Aging 


The Toledo Health Department and 
Academy of Medicine jointly initiated a 
Well-Oldster Conference in March, 1959. 
Connected with it is a pilot study in 
preventive measures for an aging popu- 
lation. The intention of the study is 
to work out a standard medical approach 
to presumably healthy older persons so 
that a practical biological and_physi- 
ologic profile may be developed. In the 
process the investigators are attempting 
among other things to test selected 
screening technics as a practical method 
of case finding, to develop normal ranges 
of selected laboratory tests on older per- 
sons, to demonstrate the value of peri- 
odic health appraisals for this group, and 
to bring professional skills to well-old- 
sters in an organized manner to the end 
that primary and secondary measures for 
preventing chronic diseases may be ap- 
plied. 

The study population will at no time 
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be more than 120 persons, of mixed 
sexes, and in age 65 years or older. 
Health appraisal steps are orientation 
and history, laboratory screening, physi- 
cal examination, conference, and referral 
if necessary, and follow-up. Appoint- 
ments are given to registrants in the 
order of their application. 

During the first year of the study 
212 persons registered for the confer- 
ence, 119 being admitted, and the bal- 
ance placed on the waiting list. Among 
the statistical observations: approxi- 
mately one-fourth of the persons ad- 
mitted were married with males pre- 
dominating through a ratio of just less 
than two to one; however, of the wid- 
owed people admitted, widowed females 
were eight to one; a very small number 
of single persons requested the confer- 
ence services. There is some indication 
that “married couples are more apt to 
be easily motivated to accept these 
services” and that persons “registering 
on their own will are for the most part 
fairly active in community life.” 

Further details on this collaborative 
effort from Hilbert Mark, M.D., M.P.H.. 
Health Commissioner, Board of Health, 
635 North Erie St., Toledo, Ohio. 


In Brief 


The Kansas Health Facilities Infor- 
mation Service, a voluntary group, has 
been formed to study the orderly devel- 
opment of regional and community 
health care facilities in Kansas. Eight 
state-wide organizations taking part in 
the study are: the State Department of 
Social Welfare, Kansas Hospital Asso- 
ciation, Kansas Medical Society, Kansas 
Blue Cross, Kansas Blue Shield, State 
Federation of Labor, Kansas Farm Bu- 
reau, and the State Board of Health. 
KHFIS plans to gather information 
about hospitals, nursing homes, profes- 
sional personnel, and the present use of 
these facilities and services so that new 
facilities can be located where most 
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needed. The new group hopes to help 
form local and regional health-care 
planning councils and to offer them aid 
in co-ordinating inter-regional health- 
care planning. Ivan D. Anderson, ad- 
ministrator, Newman Memorial Hospital, 
Emporia, is president. 


The following officers have been 
elected for the 1961-1963 biennium of 
the Conference of State and Territorial 
Directors of Public Health Education: 
President — Marie Ford, chief, Section of 

Health Education, University of Minnesota, 

Minneapolis 
President-Elect—Robert C. Milligan, M.P.H., 

director of health education, Pennsylvania 

Department of Health, Harrisburg 
Vice-President—Jeanne Paty, M.P.H., chief, 

Office of Health Education, Hawaii State 

Department of Health, Honolulu 
Secretary-Treasurer—Joseph L. Taylor, M.P.H., 

director, Section of Health Education, Ore- 

gon State Board of Vealth, Portland. 


The Southern Regional Education 
Board is now maintaining a Rare Case 
Registry on mental retardation for the 
use of researchers. The registry serves 
as a clearing house on the location and 
incidence of rare cases in the 15 state 
region of SREB and is designed to aid 
qualified professional persons employed 
in academic or clinical facilities that 
support SREB’s mental health training 
and research program. Researchers from 
any discipline or profession concerned 
with mental retardation who wish to 
use the registry should write for details 
to Rare Case Registry, SREB, 130 Sixth 
St., N.W., Atlanta 13, Ga. 


Late this year California State Depart- 
ment of Public Health will publish a 
monograph, “Cancer Registration and 
Survival in California.” The depart- 
ment’s Bureau of Vital Statistics and 
Data Processing has computed survival 
rates by patient-age and sites of cancer 
among the 110,000 neoplasm cases in the 
California Tumor Registry. These rates 
have been computed, however, through 


1626 


237 billion arithmetic calculations on 
electronic data processing machines. The 
computer also performed “associated 
logical or decision-making tests.” The 
results: 15,134 pages of survival rate 
information. According to the CSDPH 
bulletin, California’s Health, July 15, 
1961, “the department is now prepared 
to make use of this experience to develop 
a more knowledgeable approach to other 
computing problems that are occurring 
with increasing frequency.” 


As of April, 1961, a total of 189 
nursing homes and homes for the aged 
in Michigan had closed during the pre- 
ceding five years. Of these 20 per cent 
were closed at the request of the state or 
local health department and 5 per cent 
by the state fire marshal. (During the 
same period 140 new homes opened, 
making the total reduction in homes 
some 8 per cent in five years’ time. But 
as the new homes are usually larger the 
total number of beds has increased.) 
Standards for all homes in operation are 
to be upgraded with the requirement 
that by January 1, 1962, owners comply 
almost in entirety with rules and regula- 
tions promulgated by the State Council 
of Health in 1957. The state fire marshal 
will also enforce codes which call for 
automatic sprinkler systems. The Michi- 
gan Department of Health, Lansing 4, 
has printed these regulations in booklet 
form. Albert E. Heustis, M.D., M.P.H., 


is state health commissioner. 


The Tuberculosis Institute of Chicago 
and Cook County has recently completed 
a two-year “crash” tuberculin testing 
program on 34,700 ninth-grade students 
in 135 high schools. Fifteen per cent 
of these were found to have been in- 
fected. (The recent Arden House Con- 
ference of the National Tuberculosis As- 
sociation has said that an infectivity rate 
of 1 per cent among 14-15-year-old chil- 
dren by 1970 could be considered safe. ) 
The Chicago Board of Health did the 
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actual testing of over 14,000 of the 
students. The 14-15-year-age group was 
singled out partly because it is the one 
being tested by the World Health Or- 


ganization elsewhere. 


PERSONALS 


Watrter D. Arxins, D.D.S., M.P.H.,¢ formerly 
director, Muskogee County (Okla.) Health 
Department, is now director, Division of 
Dental Health, New Mexico Department of 
Public Health, Santa Fe. 

Fiorence Crark, R.N.,¢ for over 30 years 
director, Bureau of Public Health Nursing, 
New Hampshire State Department of Health, 
Concord, has retired. 

Ester Crosson, M.D.,¢ since 1954 director, 
Pima County Health Department, Tucson, 
Ariz., has retired. 

Epwarp M. Conart, M.D., M.P.H.,* since 
1956 professor of public health, Yale Uni- 
versity School of Medicine, New Haven, 
Conn., has been appointed the first Charles- 
Edward A. Winslow Professor of Public 
Health at Yale. 

Yoranpe Domrincue, R.N.,¢ formerly public 
health nurse, Public Health Service Indian 
Health Area Office, Albuquerque, N. M., 
is now public health nursing consultant for 
the mental retardation program, Division of 
Maternal and Child Health, New Mexico 
Department of Public Health, Santa Fe. 

Istwore S. Fark, Ph.D.,* consultant on health 
services to the United Steelworkers of Amer- 
ica and former director of research and 
statistics, Social Security Administration, 
has been appointed professor of public 
health for medical care, Yale University 
School of Medicine, New Haven, Conn. 

Hecen H. chief of laboratory, 
Diagnostic Laboratories, Massachusetts De- 
partment of Public Health, Jamaica Plain, 
Mass., has retired. 

Larry J. Gorpon, M.P.H.,* director of public 
health, Albuquerque, N. M., has received 
one of the two 1961 Mangold Awards of the 
National Association of Sanitarians. 

E. Franxurn Hart, M.D.,t formerly health 
commissioner, Summit County General 
Health District, Cuyahoga Falls, Ohio, is 
now health commissioner, Ulster County 
Health Department, Kingston, N. Y. 

‘HaRLES R. Hayman, M.D., M.P.H.,* formerly 

chief, Special Health Services, Public Health 

Service Region IX, San Francisco, is now 

medical director, Pennsylvania Department 


of Health Region VI, Reading. 
Fellow. 
+ Member. 
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Dorotuy M. Horstmann, M.D., formerly as- 
sociate professor, is now professor of epi- 
demiology and pediatrics, Yale University 
School of Medicine, New Haven, Conn. 

Henry van Zite Hype, M.D.,* formerly as- 
sistant to the Surgeon General for Inter- 
national Health, and chief, Division of 
International Health, Public Health Service, 
is now director, Division of International 
Medical Education, Association of American 
Medical Colleges, Evanston, IIl. 

Outve G. Jonunson,* formerly research asso- 
ciate, Department of Biostatistics, University 
of Pittsburgh Graduate School of Public 
Health, is now with the School of Public 
Health, University of California at Los 
Angeles. 

Eucenta E. Jones,t formerly educational su- 
pervisor, Bernalillo County (N. M.) Health 
Department, is now chief nurse consultant, 
Division of Public Health Nursing, New 
Mexico Department of Public Health, Santa 
Fe. 

Joun W. Knutson, D.D.S., D.P.H.,* formerly 
Assistant Surgeon General and chief dental 
officer, Public Health Service, is now pro- 
fessor of preventive dentistry, University of 
California, Los Angeles, School of Dentistry, 
and professor of public health (dentistry), 
UCLA School of Public Health. 

F. Earte Lyman, Ph.D.,* formerly chief, 
Extramural Programs Branch, National In- 
stitute of Dental Research, NIH, Bethesda, 
Md., is now assistant director, NIDR, a new 
position. 

Cart J. Martenretp, M.D., M.P.H.,¢ formerly 
chief, professional and technical services, 
Heart Disease Control Program, Public 
Health Service, is now medical director, 
Missouri State Crippled Children’s Service, 
and professor of preventive ‘medicine and 
public health, University of Missouri School 
of Medicine, Columbia. 

M. L. McDonatp,* formerly director, Dallas 
Health and Science Museum, is now ad- 
ministrative director, Caruth Memorial Re- 
habilitation Center, Dallas, Tex. 

Watter J. McNerney,* formery director, 
Bureau of Hospital Administration, Univer- 
sity of Michigan School of Business Admin- 
istration, is now president, Blue Cross Asso- 
ciation, Chicago, Ill, succeeding James E. 
Sruart,t now chairman of the association’s 
board of governors. 

Wituram A, McQuary,* public health service 
officer, formerly assigned to the International 
Cooperation Administration as director, In- 
ter-American Cooperative Health Service, 
USOM ICA/La Paz, Bolivia, is now chief, 
State Aid Section, Division of Occupational 
Health, PHS, Washington, D. C. 


1627 


M. Micuaet, M.P.H.,* assistant chief, 
Division of Health Mobilization, Office of 
the Surgeon General, Public Health Service, 
has received one of the two 1961 Mangold 
Awards of the National Association of Sani- 
tarians. 

Rosert E. Orson, Ph.D., M.D.,* professor 
and head, department of biochemistry and 
nutrition, University of Pittsburgh Graduate 
School of Public Health, is on a one-year 
sabbatical leave as a Fulbright scholar at 
Oxford University. 

Arvit B. Pertit,t formerly director of indus- 
trial health and safety, W. R. Grace and 
Co., is now consultant on safety, fire and 
explosion, and marine hazards, William R. 
Bradley and Associates, Newark, N. J. 

Tuomas F. A. Praut, Ph.D., M.P.H.,* has 
been named director, Alcoholism Program, 
Massachusetts Department of Public Health. 
He continues as clinical associate in mental 
health, Harvard School of Public Health, 
Boston, Mass. 

James S. McKenzie Pottocx, M.D., D.P.H., 
World Health Organization Representative 
to the United Nations Relief Works Agency 
Beirut, Lebanon, is on a one-year appoint- 
ment as associate clinical professor of Inter- 
national Health, Harvard School of Public 
Health, Boston, Mass. 

S. Davin Pomrtnse, M.D., M.P.H.,* formerly 
with Health Professions Branch, Division of 
Public Health Methods, Public Health Serv- 
ice, is now an associate director, Mount 
Sinai Hospital, New York City. 

Coronet Apam J. Rapatsxt, MC, USA,* 
formerly commanding officer, U. S. Army 
Environmental Hygiene Agency, Army 
Chemical Center, Md., is now chief, Pre- 
ventive Medicine Division, Directorate of 
Professional Service, Office of the Army 
Surgeon General. 

Cart L. Sesettus, D.D.S., M.P.H.,* formerly 
director, Division of Dental Health, Tennes- 
see Department of Public Health, is now 
assistant secretary, American Dental Asso- 
ciation, and secretary, Councils on Dental 
Health and International Relations, ADA, 
Chicago, Il. 

Rosert P. Sim, M.D., M.P.H.,* formerly as- 
sistant medical director for marketing, Esso 
Standard, Pelham, N. Y., is now medical 
director, Esso Standard Region, Humble Oil 
and Refining Co., New York City. 

Evena M. Sutercevicn, D.P.E.,* is director, 
Samuel Bronfman School Health Education 
Study of the American Association for 


* Fellow. 
+ Member. 


Health, Physical Education, and Recrea- 
tion, Washington, D. C., on leave from 
Ohio State University where she is professor 
of health education. 

Jose Sosa-Martinez, Ph.D., M.P.H.,*  for- 
merly chief, Virus Laboratory, Division of 
Biologic Investigation, Center of Studies on 
Poliomyelitis, Mexico, is now virology re- 
searcher, Department of Infectious Diseases, 
Children’s Hospital of Mexico, Mexico City. 

Marjorie Spautpinc,* formerly regional con- 
sultant in nursing, Public Health Service 
Region VI, Kansas City, Mo., is now re- 
gional consultant in nursing for Latin 
America, International Cooperation Adminis- 
tration, with headquarters in Rio de Janeiro, 
Brazil. 

Jerry F. Srara, D.V.M., M.P.H.,t formerly 
county health veterinarian, Macomb County 
Health Department, Mt. Clemens, Mich., 
and since June, 1960, on active duty with 
the Division of Radiological Health, Public 
Health Service, is now assigned to Lovelace 
Foundation for Medical Education and Re- 
search, Albuquerque, N. M. 

Cart E. M.D., Dr.P.H.,* associate 
professor of preventive medicine and public 
health, Harvard School of Public Health, 
is on a year’s leave of absence to organize 
a five-year research study of rural intern- 
ships in medical colleges in India, with 
headquarters at Ludhiana Christian Medical 
College, Punjab. 

Joun D. Tuompson,* formerly research asso- 
ciate, is now associate professor of public 
health for hospital administration, Yale 
University School of Medicine, New Haven, 
Conn. 

Epwarp Ph.D..* formerly director, 
Behavioral Sciences Project, American Pub- 
lic Health Association, is now associate pro- 
fessor, Department of Sociology, Rutgers 
University, New Brunswick, N. J. He will 
continue as consultant in behavioral sciences 
to the APHA. 

Atrrep YANKAUER, Jr., M.D., M.P.H.,* for- 
merly director, Bureau of Maternal and 
Child Health, New York State Department 
of Health, is now adviser in maternal and 
child health, Pan-American Health Organ- 
ization, and the World Health Organization 
Regional Office for the Americas, Washing- 
ton, D. C. 


DEATHS 


Lavinta Baskin, R.N.,+ public health nursing 
supervisor, Berkeley County (S. C.) Health 
Department, on July 2 (Public Health Nurs- 
ing Section). 
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Roy B. Everson,+ president of the Everson 
Manufacturing Corp., Chicago, Ill, at the 
age of 81 (Engineering Section). 

Cieon J. Gentzkow, M.D., Ph.D.,+ director 
of laboratories for Commonwealth of Penn- 
sylvania from 1949 until his retirement in 
1960, on April 8 (Laboratory Section). 

Wittiam C. Gipson,* associate dean and 
professor of public health, University of 
Michigan School of Public Health, Ann 
Arbor, on August 17 (Engineering Section). 

J. representative, The 
DePree Co., Holland, Mich., on August 16 
(Food and Nutrition Section). 

Karnuerine E. Ruea,* executive director, Visit- 
ing Nurse Association, Camden, N. J., on 
July 14 (Public Health Nursing Section). 


CONFERENCES AND DATES 


American Public Health Association. 
Ninetieth Annual Meeting, Miami 
Beach, Fla. October 15-19, 1962. 


Eighty-Ninth Annual Meeting, Detroit, 
Mich., November 13-17, 1961, and 

Related Organizations, including: 

American Association for Health, Physi- 
cal Education and Recreation 

American Association of Public Health 
Physicians 

American Association of Vital Records 
and Public Health Statistics 

American College of Preventive Medicine 

American Industrial Hygiene Association 

American National Council for Health 
Education of the Public, Inc. 

American Orthopsychiatric Association 

American School Health Association 
(Nov. 11 and 12) 

American Society of Professional Biolo- 
gists, Inc. (Nov. 12) 

Association of Business Management in 
Public Health 

Association of Reserve Officers of the 
U. S. Public Health Service 

Association of Schools of Public Health 
Inc. 

Association of State Maternal and Child 
Health and Crippled Children’s Di- 
rectors 

Association of State and Territorial Pub- 
lic Health Nursing Directors 

Association of State and Territorial Pub- 
lic Health Nutrition Directors (Nov. 11- 


12) 
* Fellow. 
+ Member. 
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Association of Teachers of Preventive 
Medicine (Nov. 11) 

Canadian Public Health Association, 
Medical Care Section 

Cleveland Health Museum, National Ad- 
visory Council 

Commissioned Officers Association of the 
U. S. Public Health Service 

Committee on Medical Care Teaching of 
the Association of Teachers of Pre- 
ventive Medicine 

Conference for Health Council Work 

Conference of Health Economists 

Conference of Municipal Public Health 
Engineers 

Conference for Public Health Training 

Conference of Public Health Veterinarians 

Conference of State and Provincial Public 
Health Laboratory Directors (Nov. 12) 

Conference of State and Provincial Health 
Authorities of North America (Nov. 11) 

Conference of State Sanitary Engineers 

Conference of State and Territorial Di- 
rectors of Public Health Education 

Group Health Association of America 

Health League of Canada 

International Health, International Co- 
operation Administration 

Mental Health and Psychiatric Nurses 

Michigan Association of Public Health 
Dentists 

Michigan School Health Association (Nov. 
11 and 12) 

Military Government-Civil Affairs Public 
Health Society 

National Association of Sanitarians 

National Association of Social Workers 

National Citizens Committee for the 
World Health Organization 

National Rehabilitation Association 

National Tuberculosis Association 

Public Health Cancer Association of 
America 

Public Health Service 

Social Workers in Health and Welfare 
Programs 

Society of Public Health Educators (Nov. 
1l and 12) 

Tuberculosis Division of the Public Health 
Service 

U. S. Conference of City Health Officers 

Alumni Groups: 

California Public Health Alumni Associa- 
tion, University of 

Columbia University School of Public 


Health and Administrative Medicine, 
The Association of the Alumni of the 


Delta Omega 
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Harvard Public Health Alumni Associa- 
tion 

Johns Hopkins University Alumni 

Michigan Alumni Association, University 
of 

Minnesota, University of 

North Carolina School of Public Health 
Alumni, University of 

Pittsburgh Alumni, University of 

Toronto School of Hygiene Alumni, Uni- 
versity of 

Tulane University Alumni 

Yale University Alumni 


State and Regional Public Health Meet- 
ings—October, November, and Decem- 
ber, 1961: 


California, Southern, Public Health Asso- 
ciation. Lafayette Hotel, Long Beach. 
December 8. 

Connecticut Public Health Association. 
Les Shaw Restaurant, New Haven. 
November 30. 

Florida Public Health Association. Hotel 
Robert Meyer, Jacksonville. October 5-7. 

Maryland Public Health Association. 
Francis Scott Key Hotel, Frederick. 
October 5-7. 

Mississippi Public Health Association. 
King Edward Hotel, Jackson. December 
6-8. 

New Jersey Public Health Association. 
Berkeley-Carteret Hotel, Asbury Park. 
October 24. 

Oregon Public Health Association. Ore- 
gon State University, Corvallis. Octo- 
ber 18-20. 

Tennessee Public Health Association. 
Hermitage Hotel, Nashville. October 4-6. 

Washington State Public Health Associa- 
tion. Benjamin Franklin Hotel, Seattle. 
October 15-17. 


Meetings of Other Organizations: 

American Academy of Pediatrics. Palmer 
House, Chicago, Ill. October 2-5. 

American Association of Medical Record 
Librarians. Benjamin Franklin Hotel, 
Philadelphia, Pa. October 9-12. 

American Cancer Society. Biltmore Hotel, 
New York, N. Y. October 23-24. 

American Dental Association. Sheraton 
Hotel, Philadelphia, Pa. October 16-19. 

American Dietetic Association. Sheraton- 
Jefferson Hotel, St. Louis, Mo. October 
24-27. 
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American Hearing Society. Chicago, IIl. 
November 2-4. 

American Heart Association. Americana 
Hotel, Bal Harbour, Fla. October 20-24. 

American Medical Association (Clinical 
Meeting). Denver, Colo. November 
27-30. 

American Nursing Home Association. 
Pick Carter Hotel, Cleveland, Ohio. 
October 2-6. 

American Occupational Therapy Associa- 
tion. Sheraton-Cadillac, Detroit, Mich. 
November 5-11. 

American Psychiatric Association. Mental 
Hospital Institute. Omaha, Neb. October 
16-19. 

American Public Welfare Association. 
Biennial Round Table Conference. Chi- 
cago, Ill. November 29-December 2. 

Arthritis and Rheumatism Foundation. 
New York, N. Y. October 3. 

Association of American Medical Colleges. 
Queen Elizabeth Hotel, Montreal, 
Canada. November 13-14. 

Association of State and _ Territorial 
Health Officers. Washington, D. C. No- 
vember 8-10. 

Family Service Association of America. 
Biennial Meeting. New York, N. Y. 
November 12-15. 

Industrial Hygiene Foundation. Mellon 
Institute, Pittsburgh, Pa. October 
25-26. 

Muscular Dystrophy Associations of 
America. New York, N. Y. October 10. 

National Association for Mental Health. 
Miami, Fla. November 15-18. 

National Association for Retarded Chil- 
dren. Sheraton Palace, San Francisco, 
Calif. October 11-14. 

National Citizens Committee for WHO. 
Sheraton-Cadillac Hotel, Detroit, Mich. 
November 13-16. 

National Council on the Aging. New York, 
N. Y. October 9-10. 

National Federation of Licensed Practical 
Nurses. St. Paul Hotel, St. Paul, Minn. 
October 2-6. 

National Recreation Association. Detroit, 
Mich. October 1-6. 

National Rehabilitation Association. Whit- 
comb Hotel, San Francisco, Calif. Oc- 
tober 2-4. 


National Safety Council. Conrad Hilton 
Hotel, Chicago, Ill. October 16-20. 
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National Social Welfare Assembly. New 
York, N. Y. December 12-13. 

National Society for Crippled Children 
and Adults. Statler-Hilton Hotel, Den- 
ver, Colo. November 17-21. 

Planned Parenthood Federation of 
America. Roosevelt Hotel, New York, 
N. Y. November 6-9. 

Society of Public Health Educators. 
Detroit, Mich. November 11-12. 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, In- 
Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission on specimens furnished upon request 


THE DICKMAN LABORAYORIES 
ALBERT DICKMAN, Ph.D. 
128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


UNIT OPERATIONS 
OF 


SANITARY 
ENGINEERING 
By L. G. Ricu, Clemson College. 


A rational approach to the design 
of unit operations, this book uni- 
fies basic principles to provide 
greater coherency in the theoreti- 
cal development of design rela- 
tionships. It considers many op- 
erations not ordinarily covered in 
sanitary engineering books, in- 
cluding: aerosol separation; gas 
transfer in packed tower and tray 
columns; heat transfer; evapora- 
tion; and drying. Chemical en- 
gineering notation is used through- 
out. 1961. 308 pages. $10.75 


Send now for your on-approval copy 


JOHN WILEY & SONS, INC. 


440 Park Avenue South, New York 16, N. Y. 


HEDENBURG AND VENABLE 
Cc. iting Ch les, and c gi 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 

Di 


+, 4i 
¥ 


él! Fifth Avenue, Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and - va Health Departments 


an 
Merit 
Examinations id Consultation 
American Public Health Association Inc. 
1790 Broadway, New York 19, N. Y. 


Free to WRITERS 


seeking a book publisher 
Two fact-filled, illustrated brochures 
tell how to publish your book, get 
40% royalties, national advertising, 
publicity and promotion. Free edi- 
torial appraisal. Write Dept, PHJ-2 

Exposition Press, 386 Park Ave. S.,N.Y. 16 


OCTOBER, 1961 


Presewe your JOURNALS 


With a Jesse Jones 


Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindin 

The Volume File is reasona ably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 
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DIRECTORY OF TECHNICAL EXHIBITS 


89th Annual Meeting 


Detroit, Michigan 


American JourNAL or Nursinc Co., New 
York, N. Y., Booth 622. 


American Sreritizer Co., Erie, Pa., Booth 
138. 


Association Conventions Exuisits, New 
York, N. Y., Booth 137. 


B-D Inc., (B-B-L, Capper & 
Fatcon Drvistons) Baltimore, Md., Booths 
619 and 620. 


+Bectron, Dickinson & Co., Rutherford, N. J., 
Booth 604. 


Birrner Corp., New York, N. Y., Booth 202. 


Breon Lasorarortes, INc., New York, N. Y., 
Booth 712. 


Case Laporatortes, INc., Chicago, Booth 


+Cereat Institute, Inc., Chicago, Ill., Booth 
102. 


Certirieo BLoop Donor Service, Jamaica, 
N. Y., Booth 612. 


Cuicopee Mitts, Inc., New York, N. Y., 
Booth 614. 


Ioptne Epucationat Bureau, INc., 
New York, N. Y., Booth 609. 


Curyster Corp., Detroit, Mich., Booths 611 
and 511. 


Tue Coca-Cota Co., Atlanta, Ga., Booth 812. 


Cuno Enereertnc Corp., Meriden, Conn., 
Booth 618. 


Curviire Surcicat Propucts, Jamaica, N. Y., 
Booth 106. 


D’Armicene, Inc., Lindenhurst, N. Y., Booth 
201. 
*Dirco Laporatortes, Detroit, Mich., Booth 


Tue Diversey Corp., Chicago, IIl., Booth 
520. 


Dopce Car AND Truck Division, CHRYSLER 
Corp., Detroit, Mich., Booths 610 and 512. 


+ See advertisement(s) in this issue. 


Cobo Hall 


November 13-16, 1961 


Economics Laporatory, Inc., St. Paul, 
Minn., Booth 502. 


EMKO Co., St. Louis, Mo., Booth 809. 


Encyciopaepia Britannica, Inc., Chicago, 
IIL, Booth 807. 


EncycLopepta Americana, Grand Rapids, 
Mich., Booth 224. 


Hanovia, Inc., Hanovia Lamp 
Division, Newark, N. J., Booth 617. 


Everpure, Inc., Chicago, Ill., Booth 803. 


Fioripa Brace Corpe., Winter Park, Fla., 
Booth 719. 


Fioripa Crrrus Commission, Lakeland, Fla., 
Booth 510. 


Fivoriras Corp., Flint, Mich., Booth 715. 


Foro Division or Forp Motor Co., Dear- 
born, Mich., Booths 822 and 823. 


Gatvanizep Ware MANUFACTURERS COUNCIL, 
Chicago, Ill., Booth 821. 


Great Books oF THE WESTERN Wort, 
Southfield, Mich., Booth 506. 


Hack Suoe Co., Detroit, Mich., Booth 902. 


Insurance Counctt, New York, 
N. Y., Booth 403. 


Hetnicke Instruments Co., Hollywood, Fla., 
Booth 713. 
Hevustetn, Inc., Hartford, Conn., Booth 602. 


Hosart Manuracturtnc Co., Troy, Ohio, 
Booth 813. 


INTERCONTINENTAL Screntiric Corp., Booth 
513. 


Jounson & Jounson, New Brunswick, N. J., 
Booth 721. 


Corp., Neenah, Wis., Booth 


Guiass Co., Toledo, Ohio, Booth 601. 


Lenn & Fink Propucts Corp., Toledo, Ohio, 
Booth 608. 


Licensep Beverace Inpustries, Inc., New 
York, N. Y., Booth 722. 
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DIRECTORY OF TECHNICAL EXHIBITS (cont.) 


89th Annual Meeting 


Detroit, Michigan 


Tue Lorvic Corp., St. Louis, Mo., Booth 
810. 


Macmittan Co., New York, N. Y., 
Booth 724. 

Matco Etecrronics, Inc., Minneapolis, 
Minn., Booth 816. 


Mepicat Coacues, Inc., Oneonta, N. Y., 
Booth 507. 

Frum Guip, Lrp., New York, N. Y., 
Booth 907. 

Merck Suarp & Doume, West Point, Pa., 
Booth 621. 

Associates Inc., Washing- 
ton, D. C., Booth 817. 

Mites Repropucer Co., Inc., New York, 
N. Y., Booth 110. 

Mi.urpore Fitter Corp., Bedford, Mass., 
Booth 906. 

Tue C. V. Mossy Co., St. Louis, Mo., Booth 
519. 

J. Biro Moyer Company, Inc., Philadelphia, 
Pa., Booth 514. 

NATIONAL ANILINE Division, ALLIED CHEMI- 
caL Corp., New York, N. Y., Booth 521. 

Nationa Basy Care Councit, Philadelphia, 
Pa., Booth 716. 

NationaL Datry Councit, Chicago, IIL, 
Booth 616. 

NationaL Live Stock & Meat Boarp, 
Chicago, Ill., Booth 824. 


Nuctear Inpustries, Inc., Valley Stream, 
N. Y., Booth 422. 


Hermien Nuspaum & Associates, Chicago, 
Booth 814. 


Detrt Opricat Co., Hicksville, L. L, 
N. Y., Booths 708 and 709. 


OrtHo PHARMACEUTICAL Corp., Raritan, 
N. J., Booth 718. 


+Panray-Partam Corp., New York, N. Y., 
Booth 324. 


Paper Cup & Contatner Institute, INc., 
New York, N. Y., Booths 702 and 703. 


+Parxe, Davis & Co., Detroit, Mich., Booth 
801. 


+ See advertisement(s) in this issue. 


Cobo Hall 


November 13-16, 1961 


Pennsatt Cuemicats Corp., Philadelphia, 
Pa., Booth 603. 


Pepst-Cota Co., New York, N. Y., Booths 
111 and 112. 


PercAMMON Press, Inc., New York, N. Y., 
Booth 707. 


+Prizer Laporatortes, Division oF CnHas. 
Prizer & Co., New York, N. Y., Booth 518. 


PHARMACEUTICAL MANUFACTURERS ASSOCIA- 
TION, Washington, D. C., Booth 815. 


Procrer & Gamste Co., Cincinnati, Ohio, 
Booth 808. 


ProressionaL Tape Co., Inc., Riverside, IIl., 
Booth 623 


Ross Laporatories, Columbus, Ohio, Booth 


W. B. Saunpers Co., Philadelphia, Pa., 
Booth 101. 


R. P. Scuerer Corp., Hypospray Division, 
Detroit, Mich., Booth 421. 


Scuoot Heattn Suppty Co., Forest Park, 
lll., Booth 723. : 


Screntiric MANUFACTURING CorpP., 
New York, N. Y., Booth 806. 


Seatricut Co., Inc., Fulton, N. Y., Booths 
705 and 706. 


Tue Seven-Up Co., St. Louis, Mo., Booths 
804 and 805. 


Cuemicat Corp., New York, N. Y., 
Booth 613. 


Srerwin Cuemicats, Inc., New York, N. Y., 
Booth 404. 


Surviv-ALt, Inc., New York, N. Y., Booth 
720. 

Tampax Inc., New York, N. Y., Booth 825. 

Tassetre, Inc., Stamford, Conn., Booth 615. 


Tirmus Optica Co., Inc., Petersburg, Va., 
Booth 704. 

Voupate, Inc., Long Island City, N. Y., 
Booth 401. 

Warer Systems Councit, Glenview, IIL, 
Booth 103. 


+Wyern Lasoratories, Philadelphia, Pa., 
Booth 402. 


ZenitH Rapto Corp., Chicago, IIl., Booth 
901. 
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The Control of Malnutrition in Man 


For the first time condensed discussions of the major malnutrition con- 
ditions affecting man are now available in one compact, pocket-size paper 
backed volume. Designed as a companion guide to The Control of Com- 
municable Diseases in Man, thirty different “diseases” are treated under a 
general pattern including: 

Identification—clinical and laboratory 

Etiology 

Occurrence, both as to age and sex, and geo- 

graphical distribution 

Methods of Control—prevention and treat- 

ment 


The text is divided into 5 Sections, which include besides an Introduction: 
Protein and Caloric Malnutrition 

Vitamin Deficiencies 

Mineral Deficiencies 

Other Factors 


Presentation of the material is such as to make the guide particularly useful 
to health officers, public health nurses, and food and nutrition consultants. 
It should be a valuable supplement to the practicing physician. 


Chapters written by world authorities from 6 different countries; 26 col- 
laborators, W. Henry Sebrell, Jr., M.D., chairman. 


Published by: 
AMERICAN PUBLIC HEALTH ASSOCIATION, INC. 
1790 Broadway New York 19, N. Y. 
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Invaluable for individual or classroom study .. . 


EMOTIONAL FACTORS IN 
PUBLIC HEALTH NURSING 


edited by A. B. Abramovitz 


Nine case histories, taken from actual records of public health nurses, 
provide a convenient guide to the study of emotional problems which the 
nurse meets in the daily care of patients. The cases chosen not only 
illustrate the central concepts of emotional health, but also show the nurse’s 
involvement and need to clarify her own role in a given case situation. A 
careful attempt has been made to preserve the content, wording, and flavor 
of the case as originally presehted by the local nurse. 
Cases include those illustrating emotional problems seen in families with 
tuberculosis, mental illness, children with physical defects, and children 
with records of school absenteeism. Professional concerns of the nurse dis- 
cussed in the book include questions of case referral, interagency coopera- 
tion, and processes of interviewing. Each case is followed by discussion ques- 
tions and lists of pertinent books, articles, and audiovisual aids. 1961. 182 pp. 
$4.00 


THE UNIVERSITY OF WISCONSIN PRESS 
430 Sterling Court - Madison 6, Wisconsin 


PRESS 
@ JCOLAG,! product 
OCCUPATIONAL 
HEALTH and SAFETY We are pleased to announce the 


availability of: 


INFORMATION 


IN ENGLISH © 


From ALL OVER THE Certified * 
WORLD 
STANDARD METHODS AGAR 
(Plate Count Agar) 
For $40 a year (Tryptone Glucose Yeast Agar, U.S.P.) 


BROUGHT TO YOU BY C | S 


For FREE SAMPLES and details "Certified by Media 
write to: International Labor Office — 
917 Fifteenth Street, N. W. 


Washington 5, D. C. CONSOLIDATED LABORATORIES, INC. 


Chicago Heights, Illinois 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
GOVERNING COUNCIL 


OFFICERS 1960-1961 


President, Marion W. Sheahan, R.N., New 
York, N. Y. 

President-Elect, Charles Glen King, Ph.D., 
New York, N. Y. 

Vice-President, G. R. F. Elliot, M.D., Van- 
couver, B. C., Canada 

Vice-President, Humberto Olivero, Jr., Guate- 
mala City, C. A. 

Vice-President, Margaret FF. Shackelford, 
M.S., Oklahoma City., Okla. 

Treasurer, D. John Lauer, M.D., New York, 
N. ¥ 


Chairman of the Executive Board, John D. 
Porterfield, M.D., Washington, D. C. 

Executive Director, Berwyn F. Mattison, M.D., 
New York, N. Y. 


EXECUTIVE BOARD 


Chairman, John D. Porterfield, M.D., Wash- 
ington D. C. (1962) 

Betty W. Bond, Ph.D., Minneapolis, Minn. 
(1963) 

Charles Glen King, Ph.D., New York, N. Y. 
(President-Elect ) 

D. John Lauer, M.D., New York, N. Y. 
(Treasurer) 

Malcolm H. Merrill, M.D., Berkeley, Calif. 
(Past-President ) 

Dwight F. Metzler, C.E., Topeka, Kans. 
(1963) 

Marion W. Sheahan, R.N., New York, N. Y. 
(President ) 

Charles E. Smith, M.D., Berkeley, Calif. 
(1962) 

Wilson T. Sowder, M.D., Jacksonville, Fla. 
(1961) 

Milton Terris, M.D., New York, N. Y. (1961) 


ELECTIVE COUNCILORS 


Terms Expiring 1961 


Carl L. Anderson, Dr.P.H., Corvallis, Ore. 

Katherine Bain, M.D., Washington, D. C. 

Herman G. Baity, Se.D., Geneva, Switzerland 

Charles F. Blankenship, M.D., San Francisco, 
Calif. 

Anne Burns, R.N., Columbus, Ohio 

Robert H. Felix, M.D., Bethesda, Md. 

John P. Fox, M.D., New York, N. Y. 

Ernest M. Gruenberg, M.D., New York, N. Y. 

Paul A. Harper, M.D., Baltimore, Md. 

Marjorie M. Heseltine, M.A., Washington, 
D. C. 

Alexander D. Langmuir, M.D., Atlanta, Ga. 

Richard K. C. Lee, M.D., Honolulu, Hawaii 

Lucile Petry Leone, R.N., Washington, D. C. 

Hugh R. McLaren, D.D.S., Ottawa, Ont., 
Canada 

Beryl J. Roberts, Dr.P.H., Berkeley, Calif. 

Morris Schaeffer, M.D., New York, N. Y. 

Ray E. Trussell, M.U., New York, N. Y. 


Terms Expiring 1962 
Joseph A. Bell, M.D., Bethesda, Md. 
Philip E. Blackerby, Jr., D.D.S., Battle Creek, 

Mich. 

Lester Breslow, M.D., Berkeley, Calif. 
Martha L. Clifford, M.D., Hartford, Conn. 
Mayhew Derryberry, Ph.D., Washington, D. C. 
Warren F. Draper, M.D., Washington, D. C. 


Harold M. Erickson, M.D., Berkeley, Calif. 
Thomas Francis, Jr., M.D., Ann Arbor, Mich. 
John B. Grant, M.D., San Juan, P. R. 

Ruth E. Grout, Ph.D., Minneapolis, Minn. 
Ruth L. Huenemann, D.Sc., Berkeley, Calif. 
Morton Kramer, D.Sc., Bethesda, Md. 
James Lieberman, D.V.M., Atlanta, Ga. 
Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 
James A. Shannon, M.D., Bethesda, Md. 
Charles C. Wilson, M.D., New Haven, Conn. 


Terms Expiring 1963 


Solomon J. Axelrod, M.D., Ann Arbor, Mich. 
Leona Baumgartner, M.D., New York, N. Y. 
Antonio Ciocco, D.Sc., Pittsburgh, Pa. 

Pearl F. Coulter, R.N., Tucson, Ariz. 
Martha M. Eliot, M.D., Cambridge, Mass. 
Ruth Freeman, Ed.D., Baltimore, Md. 

Mark D. Hollis, D.Sc., Washington, D. C. 
Andie L. Knutson, Ph.D., Berkeley, Calif. 
Paul V. Lemkau, M.D., Baltimore, Md. 

Ella McNeil, R.N., Ann Arbor, Mich. 
Benjamin Pasamanick, M.D., Columbus, Ohio 
Helen M. Wallace, M.D., Washington, D. C. 
Patricia Walsh, R.N., Ann Arbor, Mich. 
James Watt, M.D., Bethesda, Md. 

Myron E. Wegman, M.D., Ann Arbor, Mich. 


CHAIRMEN OF STANDING 
COMMITTEES 
Committee on Affiliated Societies and Branches, 
J. W. R. Norton, M.D., Raleigh, N. C. 
Committee on Constitution and By-Laws, David 
E. Price, M.D., Bethesda 14, Md. 
Committee on Eligibility, John C. Cutler, 
M.D., Washington, D. C 
Committee on Evaluation and Standards, 
Theodore J. Bauer, M.D., Washington, D. C. 
Committee on Professional Education, Thomas 
Parran, M.D., Pittsburgh, Pa. 

Committee on Public Policy and Legislation, 
Herman E. Hilleboe, M.D., Albany, N. Y. 
Committee on Research Policy, Robert Dyar, 

M.D., Berkeley, Calif. 
Technical Development Board, Roscoe P. 
Kandle, M.D., Trenton, N. J. 


SECTION OFFICERS 1961 
Dental Health Section 
Chairman: Wesley O. Young, D.M.D., Boise, 
Idaho 

Vice-Chairman: Norman F. Gerrie, D.D.S., 
Washington, 1). C. 

Secretary: David F. Striffer, D.D.S., Ann 
Arbor, Mich. 
Engineering and Sanitation Section 

Chairman: Paul W. Purdom, P.E., Phila- 
delphia, Pa. 

Vice-Chairman: Clarence W. Klassen, P.E., 
Springfield, Ill. 

Secretary: James A. King, M.P.H., Bethesda, 


Md. 
Epidemiology Section 
Chairman: Fred L. Soper, M.D., APO, San 
Francisco, Calif. 
Vice-Chairman: Kirk T. Mosley, M.D., Okla- 
homa City, Okla. 
Secretary: Arthur C. Hollister, Jr., M.D., 
Berkeley, Calif. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
GOVERNING COUNCIL—Cont. 


Food and Nutrition Section 
Chairman: Robert E. Olson, M.D., Pittsburgh, 


Pa. 
Emil M. Mrak, Ph.D., Davis, 
ll. 


Secretary: Ruth E. Brennan, Clayton, Mo. 


Health Officers Section 
Chairman: Ellis D. Sox, M.D., San Francisco, 


Calif. 

Vice-Chairman: Charles L. Wilbar, Jr., M.D., 
Harrisburg, Pa. 

Secretary:Harald M. Graning, M.D., New 


York, 


Laboratory Section 
Chairman: William G. Walter, Ph.D., Boze- 


man, Mont. 
Vice-Chairman: Earle K. Borman, Hartford, 
Conn. 


Secretary: Erwin Neter, M.D., Buffalo, N. Y. 


Maternal and Child Health Section 


Chairman: Madelene M. Donnelly, M.D., Des 
Moines, Iowa 

Vice-Chairman: William M. Schmidt, M.D., 
Boston, Mass. 

Secretary: Alice D. Chenoweth, M.D., Wash- 
ington, D. C. 


Medical Care Section 


Chairman: Caldwell B. Esselstyn, M.D., 
Hudson, N. 

Vice-Chairman: I. S. Falk, Ph.D., Stonington, 
Conn. 

Secretary: Henry C. Daniels, M.A., Washing- 


ton, D. 


Mental Health Section 
Rema Lapouse, M.D., New York, 
Y 


Vice-Chairman: Alan D. Miller, M.D., Chevy 
Chase, Md. 

Secretary: Joseph J. Downing, M.D., San 
Mateo, Calif. 


Occupational Health Section 


Chairman, Fred R. Ingram, Berkeley, Calif. 

Vice-Chairman: Mitchell R. Zavon, M.D., Cin- 
cinnati, Ohio 

7 Melvin M. Udel, M.D., New York, 


Public Health Education Section 


Chairman: Theron H. Butterworth, Ph.D., 
New York, N. Y. 

Vice-Chairman: Alfred E. Kessler, Indiana- 
polis, Ind. 

Secretary: Ben D. Kiningham, Jr., M.P.H., 
Springfield, Ill. 


Public Health Nursing Section 
Chairman: Anne Burns, R.N., Columbus, Ohio 
Vice-Chairman: Margaret G. Arnstein, R.N., 

Washington, D. C. 
Secretary: Jane B. Taylor, R.N., Des Moines, 


Iowa 


School Health Section 
Chairman: Florence L. Fogle, R.N., Columbus, 


hio 
Vice-Chairman: C. Adele Brown, M.D., 
Oswego, N. Y. 
Secretary: Marian V. Hamburg, Ed.D., New 
York, N. Y. 


Statistics Section 
Chairman: Robert D. Grove, Ph.D., Washing- 


ton, D 


Vice Chairman: Sam Shapiro, New York, 
Secretary: F. M. Hemphill, Ph.D., Bethesda, 


REPRESENTATIVES OF AFFILIATED 
SOCIETIES AND BRANCHES 
Alabama—Catherine Corley 
Arizona—H. Gilbert Crecelius, Ph.D. 
Arkansas—E, J. Easley, M.D. 
California, Northern—James C. Malcolm, M.D. 
Southern—Gerald A. Heidbreder, 
M.D. 
Colorado—Roy L. Cleere, M.D. 
Connecticut—Harold S. Barrett, M.D. 
Cuba—Guillermo Lage, M.D. 
Florida—A. Y. Covington, M.D. 
Georgia—Robert J.. Walker, M.D. 
Hawaii—Richard K. C. Lee, M.D. 
Idaho—Terrell O. Carver, M.D. 
Illinois—Benn J. Leland 
Indiana—Samuel H. Hopper, Ph.D. 
lowa—Edmund G. Zimmerer, M.D. 
Kansas—James F. Aiken, Jr. 
Kentucky—Russell E. Teague, M.D. 
Louisiana—Andrew Hedmeg, M.D. 
Maryland—Perry F. Prather, M.D. 
Massachusetts—Robert H. Hamlin, M.D. 
Michigan—Morton S. Hilbert 
Minnesota—Abraham B. Rosenfield, M.D. 
Mississippi—H. Lowell Butters, M.B. 
Missouri—Henry M. Hardwicke, M.D. 
Montana—Paul R. Ensign, M.D. 
Nebraska—Harle V. Barrett, M.D. 
Nevada—Dan J. Hurley, M.D. 
New Jersey—Frank J. Osborne 
New Mexico—Larry J. Gordon 
New York City—Morton D. Schweitzer, Ph.D. 
New York State—Walter C. Levy, M.D. 
North Carolina—Robert F. Young, M.D. 
North Dakota—Alice H. Peterson, M.D. 
Ohio—Albert L. Fishback 
Oklahoma—John W. Shackelford, M.D. 
Oregon—Clair V. Langton, Dr.P.H. 
Pennsylvania—B. Russell Franklin 
Puerto Rico—Jose A. Hernandez-Matos, M.D. 
South Carolina—G. S. T. Peeples, M.D. 
South Dakota—Cecilia Schuck, Ph.D. 
Tennessee—Lloyd M. Graves, M.D. 
Texas—Joseph N. Murphy, Jr. 
Utah—Kathryn Brandon, M.D. 
Virginia—Thomas D. Lewis 
Washington State—Bernard Bucove, M.D. 
West Virginia—Leon A. Dickerson, M.D. 
Wisconsin—Gregory G. Shields, M.D. 
Wyoming— 
Middle States—Ralph Kuhli 
Southern M. Tate, Jr. 
Western Branch—Edward L. Ruscell, M.D. 


PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American Journal of Public Health and the 
Nation’s Health: 


Single $1.50 


An Appraisal Method for Measuring the Quality 


Housing ( 


I. Nature | a ‘the Method. 1945. 
Appraisal of Dwelling Conditions. Vol. 
A—Director’s Manual. Vol. B—Field 
Procedures. $2.00. Vol. C—Office Procedures. 
Part III. Neighborhood Environ- 
Baker’s Devonshire pal 1767. Facsimile Delta 
Basic Principles of Healthful Housing. 2nd ed. 
$1.00 
Care of Laboratory Animals. 1954. 32 
Chronic Disease and Rehabilitation. A Program 
Guide for State and Local Health Agencies. 
Control of niceiatinhle Diseases in Man. 9th 
ed. 1960. 235 pp. 
$2.50 
Control of Malnutrition in Man. 1960. 140 pp... $1.50 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. .............+ $7.50 
» Cardiovascular Diseases: 
Method: (Part Il October 1960)........ $1.00 
Evaluation Schedule. For use in the study and 
appraisal of community health programs ....... -70 
General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. ...........-0ss005 $1.00 
Guide to a Community Health Study. 1961 
Guides to Services for Handicapped Children: 
Cerebral Palsy—i1955. 108 pp. $2.50 
Cleft Lip and Cleft Palate— 1955. $2.50 
Dentofacial Handicaps—1955. 68 pp. .......... $2.50 


Handicapped Children—1955. 150 pp. ........- $2.50 
Hearing Impairment—1956. 124 pp. ..........- $2.50 
a Disease and Rheumatic Fever—1960, 118 92.50 
Vision and Eye Problems—i956. 112 pp. ....... $2.50 
Health Supervision of Young Children. A Guide 
for Practicing Physicians and Child Health Con- 
ference Personnel. 1960. 180 pp. ..........-+.+ .00 
Housing an Aging Population. 1953. 92 pp. ..... $1.00 
Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 
Nutrition Practices: A Guide for Public Health 
Administrators. 72 pp. $1.00 
Principles for Healthful Rural Housing. Ist ed. 
Proposed Housing Ordinance ............ in preparation 
Public Exposure to — Radiation. What Pub- 
lic Health Personnel Needs to Know. 1958. 
Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. ........-- 
Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. ......... $4.50 
Standard Methods for the Examination of Dairy 
Products. llth ed. 1960. 480 pp. ........... 
Photographic Sediments Charts ............-- $2.00 
Standard Methods for the Examination of Water 
and Wastewater. ed. 1960. 650 pp . $10.00 
Special price to members of APHA, PRWWA, 
and WPCE on prepaid orders only for a single 
$8.00 
Standards for Healthful Housing: 
Planning the Neighborhood. 1960. ............ $3. 
Planning the Home for Occupancy. 1950. .... $2. 


00 
Construction and Equipment « the meme. 1951. $2.00 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bookshelf on the History and Philosophy of Public 
on Sciences and Public 
Health. April, 1900. 14 pp. 35 
Broadened Tit pe of Health and Morbidi 
Commercial Sraghatoenene Typing Phages. April 
Creative Health and the Principle of Habeas Men- 
tum. February, 1956. 12 pp. .........++--+e0. 25 
Disability — Cash Benefits Versus Rehabilitation? 
The Local Health Department—Services and Re- 
sponsibilities. An _ official statement of the 
American Public Health Association. March, 


and Operation. 10th ed. 1987 waeebiea 1.00 
35 Year Index of the American ates of Public 
ealth. Years 1911 to 1945. pp. Buckram 
Poultry Inspection. oo? Statement of APHA. 
Public Health — on Radiological Health. 
State Health artment—Services and Responsi- 
Statement on Availability and Uses of Staphy- 
lococcal Phage Typing. September, 1959. ...... .25 


ted Home Accident Prevention Activities 
or Health Departments. May, 1956. 8 pp. ... 10 


Tax-Supported Health and Welfare Services. Janu- 
ary, 1957. 8 pp. 


Order from the Book Service — Advance Payment |s Requested 
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Ten Suppestd Medical Care for the Needy. Oct 
XXXVI 


Recently published by the 


VEB GUSTAV FISCHER VERLAG JENA 
German Democratic Republic 


Introduction to the diagnosis and expert evaluation of silico-tuberculosis 
(German original title: Einfiihrung in die Diagnostik und Begutachtung 
der Siliko-Tuberkulose ) 
by Dr. med. Gustav Sepke, director of the silicosis investigation 
office in Zwickau, branch of the Berlin-Lichtenberg Academy of 
Social Hygiene, Occupational Hygiene and Medical Continuation 
Education and director of the Zwickau-Province Tuberculosis 
Advisory Centre. 

VII, 177 pages, 135 x-ray pictures, 21 x 30 cm. 1961, Linen 36.60 Marks. 


After briefly establishing and explaining the diagnostic difficulties, the 
appearance and symptoms of tuberculosis, silicosis and silico-tuberculosis are 
presented. This is followed by a discussion of the clinical management of 
silico-tuberculosis and guidelines are given for the establishment of an activity 
diagnosis. After describing acute silicosis the author presents the Caplan 
syndrome, and deals thoroughly with the differential diagnosis of silico-tuber- 
culosis. The concluding chapter offers a compilation of the currently valid 
laws and regulations dealing with obligatory compensation in cases of silico- 
tuberculosis, as well as the successful results achieved in the treatment of the 
disease. 

An atlas of selected x-ray photographs illustrates the text. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print) 
(street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
(title) (organization) (city and state) (dates) 
P lease complete application on reverse side. 
OCTOBER, 1961 XXXVI 


REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 

Educational Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

Educational and Other Qualifications of Public Health Sanitarians 


Single copies are available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N.Y. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 


Health Officers 00d and Nutrition Health 
Laboratory and Child Health............Dental Health 
Statistics Health Education __............Medical Care 
Engineering and Sanitation............Public Health Nursing Mental Health 
Occupational Health epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


(signature) (address ) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through Bocnetne. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 
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From Different Publishers 
Come Three New Books for Advancing .. . 


COMMUNITY HEALTH AND SAFETY PRACTICE 


Each shares a common factor, however—the workmanship of the American Public 
Health Association. Each represents a new APHA effort to provide effective 
methods and ideas for improving the practice of public health for the benefit 
of workers and citizens alike. 


1 ADMINISTRATION OF COMMUNITY 
o HEALTH SERVICES 


Ist Edition, 1961, 560 pp. clothbound, $7.50 


A joint undertaking of the APHA through its Program Area Committee on Public Health = 
Administration and the International City Managers Association, the Public Health Service 
cooperating. Written by leaders in the field, it presents a complete review of public 
health practice and procedures for the guidance of top administrators in developing and 
directing programs. Order from Publisher: \International City Managers Association, 1313 
East 60th St., Chicago 37, Ill. 


De GUIDE TO A COMMUNITY HEALTH STUDY 
2nd Edition, 1961, 156 pp. paperbound, $2.50 


One of a series of works from the above APHA committee to aid in developing, maintain- 
ing, and improving community services. A field tested and convenient method for such 
groups as health councils, PTA's, service clubs, granges, TB associations, etc., to inventory 
community health needs with the help of public health workers. New materials have been 
added on mental health, organization for disasters, accident prevention, and organized 
medical care. Order from: American Public Health Association, 1790 Broadway, New York 
19, N. Y., Attn: Book Service. 


ACCIDENT PREVENTION: THE ROLE OF 
o PHYSICIANS AND PUBLIC HEALTH WORKERS 


Ist Edition, 1961, 450 pp. clothbound, $12.00 


APHA's Program Area Committee on Accident Prevention has seen this volume into print 
with the cooperation of the Public Health Service and the assistance of such groups as the 
National Safety Council, the American Medical Association, and the National Education 
Association. In opinion and data, more than usual emphasis has been placed on the three 
basic groups of human factors, physical, physiological, and psychological. Under one cover 
| is a wealth of detail formerly scattered among the literature. Order from Publisher: McGraw- 
Hill Beok Co., 330 West 42nd St., New York 36, N.Y. 
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NEW 
BOOKS 


1. HUMAN ECOLOGY AND HEALTH, An introduction for Administrators 


by EDWARD S. ROGERS, M.D., M.P.H., Professor of Public Health and Medical 
Administration, School of Public Health, University of California (Berkeley). 

An ecologic approach to understanding the trends and patterns of today's health 
needs and health services responsive to them. 


DESCRIPTIVE DATA — Part |. Demographic Background; Part II. The Health Status 
of the Population of the U.S. ANALYSIS — Part lil. An Ecologic Approach to the 
Concept of Health and Illness. SUPPLEMENTARY READINGS — Part IV. Readings 
and Related Tables (from outstanding writers on public health and related fields). 

price, $7.75 


MEDICAL ENTOMOLOGY, New 5th Eston 


by WILLIAM B. HERMS, Sc.D., Late Professor of Parasitology, Emeritus, University of 
California; revised by MAURICE T. JAMES, Ph.D., Professor of Entomology, 
Washington State University. 

The new, revised, and completely rewritten edition of a book the Journal of the 
American Medical Association called, ‘’...an authoritative guide to the practical 
application of entomology." 


FEATURES NEW MATERIAL ON: Morphological parts * Mosquito abatement ® Resist- 
ance to insecticides * Basic physiology and genetics of resistance * Bionomics of 
medically important arthropods * Modern control methods * Use of systemic insec- 
ticides * Mosquito-borne encephalitides * etc. New anatomical material enhances 
the value of the text, particularly in application to laboratory work. 


price, $12.50 


Os MANUAL OF CARE FOR THE DISABLED PATIENT 


by ARTHUR J. HEATHER, M.D., Medical Director of the Eugene du Pont Memorial 
Hospital, Wilmington, Delaware. 
Essential to everyone involved in the care and rehabilitation of disabled persons. 


THE MANUAL COVERS: The hemiplegic patient * Voluntary control of urination ® 
The neurogenic bladder (cord bladder) * Urinary complications and bladder train- 
ing * Decubitus ulcers (pressure sores) * Bowel training * Nutritional problems 
of the severely disabled * The arthritides * Osteoporosis * and prosthetics. 
price, $3.75 


60 FIFTH AVENUE, NEW YORK 11, N.Y. 
A Division of The Crowell-Collier Publishing Company 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE’*’ GUN 


The Automatic TB Case-Finding Device 
for the Heaf TUBERCULIN TEST 
The STERNEEDLE gun is an improved multiple puncture 


apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 


i contained within the STERNEEDLE cartridge mechanically 
{ and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
| withdrawal is automatic. 
ADVANTAGES... 


= Four (4) times faster than Mantoux. 
= Faster and more reliable than Patch test. 
{ ® Performs up to 400 tests per hour. 
® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 
® No dressing required. 
' ® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 
® Each test is uniform—puncture of 1 mm. depth 
{ and needle withdrawal is automatic. 
® No special skill required. 
® Painless. Ideal for testing children. 
Note: CONCENTRATED TUBERCULIN PPD =F minates hazardous and uncertain flame sterilization. 
in jor os Disposable needle cartridges ELIMINATE CROSS-INFECTION. 


eidliecheatiaast = Low cost STERNEEDLE cartridges may be resterilized. 


Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 


Top, left...Slip needle cartridge on guh with 
plastic applicator. Remove applicator. 


{ Top, right...Place a drop of tuberculin PPD on 
' cleansed forearm. 
Bottom, left...Place gun on drop of tuberculin THE chan CORP. 
| PPD. Pressure and release of handle automati- 


cally triggers and retracts the needles. 

Bottom, right: Disposable needle cartridges and 
applicators may be washed and sterilized for 
reuse, if desired. *Trademark. Pat. Pend. 
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preferred media 
for isolation and differentiation 


of 
ENTERIC PATHOGENS 


SALMONELLA—SHIGELLA 
Isolation 
Bacto-S S Agar Bacto-Brilliant Green Agar 
Bacto-MacConkey Agar Bacto-Selenite Broth 
Bacto-Bismuth Sulfite Agar Bacto-Tetrathionate Broth Base 
Differentiation 
Bacto-Triple Sugar Iron Agar Bacto-Purple Agar Base 
Bacto-S | M Medium Bacto-Urea Broth 
Bacto-Purple Broth Base Bacto-Urea Agar Base 
ENTEROCOCCI | 
Bacto-Azide Dextrose Broth Bacto-Phenylethanol Ager 
Bacto-Azide Blood Agar Base Bacto-Enterococci Presumptive Broth 
Bacto-S F Medium Bacto-Enterococci Confirmatory Broth 


Bacto-Enterococci Confirmatory Agar | 


ENDAMOEBA HISTOLYTICA 


Bacto-Endamoeba Medium 
with Bacto-Horse Serum and Bacto-Rice Powder 
THE DIFCO MANUAL, NINTH EDITION, 


including descriptions of these media and their use, 
is available on request. 


Specify DIFCO—the trade name of the pioneers in the research 
and development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 
DETROIT 1, MICHIGAN 
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